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FOREWORD 


The Quarrer.y Review or SurGcery, OBSTETRICS AND GYNECOLOGY provides a 
systematic plan, organized for the purpose of making available a concise and 
authoritative presentation of the current progress, trends, and attitudes in all 
branches of surgery and the surgical specialties. Compiled from every dependable 
source, this plan covers all state, national, and special journals as well as the bul- 
letins, reports, etc., of the clinics and hospitals. Presented briefly but without 
sacrificing essential detail, these highly significant data are further enhanced by 
comments of the members of the Editorial Board, based upon the summarizing of 
their own clinical experiences as well as those of other recognized authorities. All 


data of the Surgery Section of the journal are classified and published under the 


following headings: 


. Anesthesia and Analgesia 10. Abdominal Surgery 10—H. Pancreas 
2. Preoperative and Post- 10—A. Abdominal Wall 10—I. Spleen 
operative Therapy 10—B. Hernia . Proctology 
3. Tumors 10—C, Peritoneum 2. Genitourinary Surgery 
. Neurosurgery 10—D. Stomach and . Gynecologic Surgery 
. Head and Neck Duodenum . Vascular Surgery 
. Plastic Surgery 10—E. Intestines 5. Orthopedic Surgery 
. Thyroid and Parathyroid 10—F. Appendix . Traumatic Surgery 
. Thoracic Surgery 10—G. Liver and Biliary 7. Miscellaneous 
. Breast Tract . Book Reviews 


It is believed that the above outline will assist the reader quickly to locate 
articles of current interest and will prove most helpful in making readily available 
the references necessary in the compilation of bibliographies on surgical subjects. 
Under each classification, immediately following the abstracts, there are published 
references to current articles not abstracted. Classification for Obslelrics and 
Gynecology is as follows: 


OBSTETRICS GYNECOLOGY 


. Normal Pregnancy 1. The Menstrual Cycle 
Including Diagnostic Tests 2. The Vulva and Vagina 
2. Pathologic Pregnancy 3. The Uterus Including Cancer 
3. Ectopic Pregnancy, Hydatid Mole, of the Uterus 
Chorionepithelioma . The Adnexa (Physiology and Pathology) 
. Normal Labor Including Anesthesia 5. Operative Gynecology 
and Analgesia . Sterility and Fertility 
. Pathologic Labor Including . Female Urology 
Operative Obstetrics . Miscellaneous 
6. Pathology of Newborn . Book Reviews 
7. The Puerperium 
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ARTICLES 
Surgery of the Esophagus: A Review—Part II 
George M. Bogardus 


SURGERY ABSTRACTS 
Tumors 
65. Liposarcoma: A Study of 105 Cases 


Thyroid and Parathyroid 
66. Papillary Adenocarcinoma of the Thyroid (So-Called “Lateral Aberrant Thyroid” ) 


Thoracic Surgery 
67. The Clinicopathologic Significance of the Demonstration of Viable Tubercle Bacilli in 
Resected Lesions 
Observations on Hyponatremia Following Mitral Valve Surgery 
Resection of the Thoracic Aorta with Replacement by Homograft for Aneurysms and 
Constrictive Lesions 
The Causes of Death Following Esophageal Resection for Carcinoma 


Breast 
71. Prognosis of Breast Cancer for Pregnant and Nursing Women: Analysis of 1,413 Cases 


thdominal Surgery 


Stomach and Duodenum 
Sarcomas of the Stomach 


Liver and Biliary Traet 
Extravasation of Bile After Operations on the Biliary Tract 
Roux-Y Operation Vs. Partial Gastrectomy: Further Consideration of Treatment of 
Lesions of Common Duct and Pancreas, Review of Five Cases 


Genilourinary Surgery 
75. The Intussuscepted Heal Cystostomy 


Vascular Surgery 
Ligation of the Inferior Vena Cava 
The Primary Repair of Wounds and Major Arteries: An Analysis of Experience in 
Korea in 1953 
The Walking Venous Pressure Test in Relation to Occlusive Arterial Disease in the 
Lower Extremities 


Orthopedic Surgery 
79. The Pathogenesis and Treatment of Delayed Union and Non-Union 


Book Reviews 

Stellate Ganglion Block 

Bone Tumors 

Atlas of Operative Technique: Anus, Rectum, and Colon 

Shock and Circulatory Homeostasis 

Battle Casualties: Incidence, Mortality, and Logistic Considerations 
Abdominal Operations 

Atlas of Orthopedic Traction Procedures 

Acute Renal Failure 

Peripheral Vascular Diseases 
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OBSTETRICS ABSTRACTS 


Normal Pregnancy Including Diagnostic Tests 
The Underweight Patient as an Increased Obstetric Hazard 
The Application of Certain Principles of Physics to the Physiology of Delivery 
Farly Removal of the Corpus Luteum of Pregnancy 
The Relief of Pain in Labour 
A Simple Psychological Approach in Preparing for Childbirth 
Clinical Applications of Obstetric Radiology 


Pathologic Pregnancy 

81 Acromegaly and Pregnancy 

82. Hypotensive Action of Chlorpromazine 

83. The Use of the Magnesium lon in the Management of Eclamptogenic Toxemias 

81. The Body Compartments of Normal Pregnant, Edematous Pregnant, and Preeclamptic 
Women 

85. Pregnancy and Acute Nephritis 

86. Acute Renal Failure as an Obstetric Complication 


Normal Labor Including Anesthesia and Analgesia 

87. The Effect of Needle Size on the Incidence of Postdelivery Spinal Headache 
4% Pudenal Block Anesthesia for Routine Use 

89. Management of Labor in Reference to Prevention of Perinatal Mortality 


Pathology of Newborn 

9%. The Treatment of Hydramnios Complicated by Anencephaly: A Comparison of 
Methods 

| Intrauterine and Neonatal Pneumonia 

The Puerperium 


92. The Bacteriology of the Puerperal Uterus 


GYNECOLOGY ABSTRACTS 

The Vulva and the Vagina 

93. Trichomonas Vaginalis Infection. An Evaluation of Three Diagnostic Techniques with 
Data on Incidence 

Trichomonas Vaginalis Infections 

95. A Ten-Year Study of Treatment and Its Results in Intractable Pruritis Vulvae: A Sup- 
plementary Report of 228 Cases 


The Uterus Including Cancer of the U lerus 

The Curability of Regional Lymph Node Metastases in Cancer of the Uterine Cervix 

Comparative Studies of Squamous Metaplasia of the Cervix Uteri and Endometrium 

Inversion of the Puerperal Uterus 

Carcinoma of the Cervix Uteri Treated at the American Oncologic Hospital 

Carcinoma of the Cervix: Results Obtained from the Irradiation of the Parametrium 
with Radioactive Colloidal Gold 

The Normal Post-Menopausal Endometrium 

Extended Abdominal Hysterectomy with Pelvic Lymphadenectomy for Carcinoma of 
the Cervix: The Okabayashi Operation and Its Improved Technique 


Operative Gynecolcgy 

103. The Value of Centesis as a Diagnostic Procedure in Ruptured Ectopic Gestation 
104. A Modified Myoma Serew and Uterus Holder 

105. Transverse Low Abdominal Incision with Detachment of the Recti from the Pubis 
106. Vaginal Hysterectomy in Uterine Prolapse: Incidental Pathology 


Viscellaneous 

107. Prevention of Accidents in Blood Transfusions 

108. A System for Grading Gynecological Procedures 

109. Benign Breast Tumors 

110. MeWhirter Technique for Treatment of Breast Cancer; An Appraisal 
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Surgery of the Esophagus: A Review 


George M. Bogardus, M.D.* 


SEATTLE, WASH. 


PART 


In the year 1723 Hermann Boerhaave!’ was called to the bedside of the Grand 
Admiral of Holland who died in such unusual circumstances that he obtained per- 
mission to make a postmortem examination. The results of this inquiry were pub- 
lished in the following year in a pamphlet entitled “’ Atrocis, nec descripti, prius, 
Morbi Historia."’ 

Autopsy 24 hours after death: A large livid stain was seen on cach side of the 
thorax with black patches here and there. There was emphysema all over the front 
and sides of the chest. The abdomen was inflated and extremely tense. On opening 
it, the peritoneum, intestines, and stomach were all found enormously distended 
with air, but to Boerhaave's extreme amazement, the latter viscus contained only a 
few drops of reddish-brown fluid. The bladder was empty and contracted. On 
opening the chest cavity, Boerhaave, who at the time knew nothing of the nature 
of the patient's last meal, remarked a strong smell of roast duck. The pleural sacs 
were found distended with gas, the lungs collapsed and almost bloodless. In cach 
side of the chest there was a large quantity of fluid resembling that previously seen 
in the stomach mixed with some of the thistle infusion. Floating on this was the 
almond oil ordered by Boerhaave, but on careful examination, not a drop of blood 
or pus could be seen. The fluid collected from both sides of the chest measured 104 
oz. (Amsterdam measure). On the part of the pleura covering the left side of the 
esophagus, at a distance of two inches from the diaphragm, there was a discolored 
patch about 3 inches in diameter, in the middle of which a fissure was perceived 
half an inch in length, and three lines in breadth. The fissure was found to communi- 
cate with a space in the mediastinum from which the retracted ends of the ruptured 


* Clinical Instructor in Surgery, University of Washington School of Medicine, Seattle. Diplomate 
American Board of Thoracic Surgery 
t Part I appeared in the June issue of the Quarterty Review or Surcery, Ossrerrics anp Grnecovocy. 
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esophagus had been drawn asunder in opposite directions. The most minute inspec- 
tion failed to show the least sign of ulcer or other disease in the esophagus. Boer- 
haave emphatically states that, though he searched in the expectation of finding 
some pre-existing lesion of the gullet-walls to explain so unprecedented an accident, 
the more he looked at the edges of the rent and the surface of the esophagus near 
them, the more perfectly healthy they seemed to be. The stomach was also quite 
free from disease 

Barrett'' has written as follows on spontaneous perforation of the esophagus: 
‘ the condition appears to be more common than has been supposed. The esophagus 
may perforate cither as a result of trauma, or as a result of some pathologic process 
starting within its lumen, or the healthy esophagus may rupture spontancously 
during a paroxysm of violent vomiting or coughing. Three things essential to 
success are: knowledge that the accident can and does occur, knowledge of the 
symptomatology, and carly diagnosis. Given these, I am convinced that surgeons 
will be able to save some of these patients by combining the principles, already 
well established in the cases of abdominal perforations, with those relevant to 
thoracotomy.'’ A short time later Barrett was able to fulfill his own prediction. 

The following is part of Barrett’s'* description of his first successful experience 
with spontancous csophageal perforation: ‘at the time of operation the patient was 
moribund and, apart from the signs in her chest, she presented the clinical picture 
of a perforated gastric or duodenal ulcer. A light general anesthetic was given by 
Dr. Nosworthy and the right chest was opened by a long intercostal incision. A 
small perforation was then found in the esophagus. It was situated about 1! inches 
above the diaphragm and in the posterior wall of the viscus. The esophagus was 
itself greyish in color and had the appearance of chamois-leather. The perforation 
was closed with one purse-string suture of catgut. A drainage tube was then in- 
serted in the right pleural cavity and the incision in the chest wall was closed. This 
case is, I believe, the first in which spontancous perforation of the esophagus has 
been operated upon successfully."" Meyer® in 1858 is credited with having made 
the first clinical diagnosis of the spontancous rupture of the esophagus. Since that 
time apparently less than 25 per cent of the cases have been correctly diagnosed 
before death. The most frequent misdiagnosis encountered in the reported cases 
has been that of ruptured peptic ulcer, which has been made many times and at 
least 13 exploratory laparotomies carried out. 

As late as August, 1946, Eliason and Welty*® made the following statement: 
“the mortality reported so far in spontaneous rupture of the esophagus is 100 per 
cent, excluding the 2 cases mentioned by Graham."’ These 2 patients apparently 
had already survived sufficiently long to develop an empyema which when drained 
was followed by recovery and healing of the esophageal fistula. Eliason and Welty 
concluded from experimental studies on the bursting pressure of the esophagus: 
“What heights can be reached by forceful, spasmodic muscular contractions of 
forceful vomiting or retching are unknown, but they must exceed those produced 
by voluntary muscular contractions which are at least equal to the minimal pressures 
mecessary to rupture the apparently normal esophagus at the postmortem table.”’ 
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In 1951 Samson''’ discussed the problem of spontaneous esophageal perforation: 
“In Case 1, except for acute peri-esophageal inflammation, the esophageal tissues 
were normal and there was no chronic ulceration or esophagitis. In Case 2 the wall 
ot the esophagus showed a severe acute inflammatory reaction but the mucosa was 
normal. There was no evidence of ulcer, esophagitis, or other pre-existing disease. 
This killer is often labeled ‘spontaneous perforation’ of the esophagus. I submit 
that in the majority of instances this is a misnomer. When there is no pre-existing 
esophageal disease the term ‘rupture’ implying the application of force, is more 
appropriate and the lesion should be considered of traumatic rather than of spon- 
taneous origin. 

“Speed in the pre-operative resuscitation is of paramount importance and the 
preliminary steps should be taken in the x-ray department. A Levin tube with con- 
tinuous suction should be inserted under the fluoroscope to be certain that the tip 
lies in the stomach. Some have questioned the necessity of a stomach tube since the 
patients do not vomit following rupture. It is our experience, however, that there 
is a continuous back flow through the rupture from a dilated stomach. Oxygen 
should be supplied and plasma and blood given. Every lost hour greatly decreases 
the chances of rapid recovery without complications.'’ Thorough debridement of 
the mediastinum is essential. The repair should be layered whenever possible using 
preferably fine nonabsorbable sutures. 


ESOPHAGITIS 


Pringle and Teacher'®* reported the vomiting of black material or actual hema- 
temesis in 1] out of 15 examples of digestion of the esophagus found at postmortem 
examination. They concluded *‘that digestion of the esophagus may occur during 
life and that as a result blood may be vomited.’’ Their first case was that of a youth 
seen in 1909 who had a gangrenous appendix complicated by destruction of the 
lower part of the esophagus, congestion of the lungs, and stale colored fluid was 
found in the pleural sacs. 

In 1938 Selye''* ligated the pylorus in 6 female rats 4 months old. Twelve hours 
after this operation one of the animals died and autopsy revealed that the stomach 
was distended with fluid, part of which had regurgitated into the esophagus. The 
esophagus itself showed large, brown patches just above the diaphragm and in the 
middle of this area a perforation into the pleura had occurred. The other § animals 
of this series were killed 17 hours after the operation, at which time all of them 
showed marked hemorrhagic erosions in the lower thoracic part of the esophagus. 
He performed a second experiment in which a ligature was placed on the pylorus 
and another was tied on the cardia. In these instances no esophageal lesion was 
observed 17 hours following the operation when autopsy was performed. 

Allison® noted in 1946 that during the previous five years there had been in the 
thoracic surgical department of the General Infirmary at Leeds 37 patients with 
proved peptic ulceration and 6 with esophagitis, all associated with diaphragmatic 
and gastroesophageal inefficiency. He remarked that when the lower esophagus 
is being constantly bathed by acid from the stomach, a well-defined series of changes 
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is found there. First, there is a recurrent acute esophagitis which passes on to a 
chronic esophagitis with recurrent acute ulceration. Im the next stage an acute 
ulcer progresses to a typical chronic ulcer. Finally, a dense, fibrous stenosis is pro- 
duced. As in the stomach and duodenum, the picture may be complicated by per- 
foration or bleeding. Allison then reported the excision of the lower esophagus and 
cardia and anastomosis of a loop of jejunum to the esophagus in Y, thus bypassing 
the stomach. Wulff and Malm'* reported in 1949 that secondary anemia developed 
in several cases treated by cardioplasty transpleurally, one to four months after 
operation. They devised the theory that granulomas at the site of anastomosis or 
cardioplasty of mucosal hemorrhages from the stomach or abnormal gastric secretion 
was responsible for the anemia. 

In 1949 Wangensteen and Leven'* reported that in September of 1939 Wangensteen 
had operated on a patient for massive hemorrhage from a duodenal ulcer. This 
particular patient had an antecedent story of esophagitis for which Leven had super- 
vised frequent esophageal dilatations over a period of approximately four years. An 
unexpected windfall from the operation of gastric resection was that dilatation of 
the esophageal stricture became unnecessary following operation. The authors 
noted that good experimental evidence had been obtained in the dog and rat that 
indicated a far greater susceptibility of the esophageal over gastric mucosa to injury 
by the acid peptic digestive juice. They also suggested that relief of the ulcer diathesis 
by satisfactory gastric resection appears to be satisfactory treatment for esophagitis 
and esophageal stricture resulting therefrom and they cite 6 cases to support their 
contention. 

In 1950 Ferguson ct al®* reported experiments in which gastric juice was brought 
into contact with the esophageal mucosa by making the animal vomit or regurgitate 
or by perfusion of the organ. They showed that contact of acid gastric juice with 
esophageal mucosa whether brought about by vomiting, regurgitation, or by direct 
application had a very prompt and devastating effect. In the discussion of Ander- 
son’s® article in 1952 Wangensteen remarked that *’ the esophagus is sensitive to the 
other digestive enzymes of the upper alimentary tract; even the reflex of bile and 
pancreatic juice into the esophagus will cause erosion of the esophagus even after 
total gastrectomy."’ think,”’ he added, “‘it is time we delete the word ‘spon- 
taneous’ and call this disease by its rightful name, acid peptic perforation of the 
esophagus." Nissen® noted in 1953 that this type of reflex can be found after 
esophagogastrostomy for hyperacid stomach and also after csophagojejunostomy 
when the csophagus is exposed to alkali secretion. Because of this Nissen has 
revised somewhat his indications for primary total gastrectomy in view of the danger 
of postoperative esophagitis. 

Ellis and Hood*’ reported experimental work on esophagogastrostomy and they 
concluded that “it seems advisable whenever possible to remove all of the acid 
bearing portion of the stomach and to perform pyloromyotomy in association with 
csophagogastrectomy; anastomosis of the esophagus to the antrum does not lead 
to significant degrees of esophagitis from the regurgitation of alkali and duodenal 
contents into the esophagus.’ With regard to vagotomy Rudstrom'” noted in 1954 
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that the uncertain results of vagotomy can perhaps be explained by the fact that it 
often leads to a considerably restrained emptying of the stomach. A partial re- 
section is probably more effective in reducing the hyperacidity than is the case with 
vagotomy and it also has the advantage that the stomach empties more quickly. 

Sirak, Clatworthy, and Elliott''’ reported studies on jejunal and colic transplants 
in experimental esophagitis. They noted that Kay®’ had successfully anastomosed 
jejunal segments to stomach inesophageal replacement experiments. Kay had con- 
cluded that “* jejunal mucosa is well able to withstand continuous exposure to normal 
gastric contact.’’ Sirak cites the work of Swenson,'*! Harrison,* and Leven et al®’ 
using jejunum for esophageal replacement. Battersby'* reported an experimental 
and clinical study in which colon replacement for the esophagus showed the gastro- 
colic anastomosis to be well tolerated. The studies of Sirak et al indicated that 
‘in a group of dogs in which the cardia mechanism was deliberately destroyed, both 
gastric reflux and its sequel, esophagitis, were prevented by interposing a trans- 
planted loop of either jejunum or colon."" The work of Merendino and Skinner’’ 
in the past six years indicates that a jejunal segment, interposed between the esophagus 
and intact stomach, combined with a bilateral vagotomy and Finney pyloroplasty, 
protects against proximal esophagitis. The jejunal segment, in its new position, 
appears to have greater resistance to acid-peptic digestion than either the stomach 
or duodenum. These workers have subjected 10 patients to this procedure and are 
pleased with the results. 


CAUSTIC BURNS OF THE ESOPHAGUS 


Only brief mention will be made here to the problem of caustic burns of the 
esophagus and their management. In 1953 Burford, Watts, and Ackerman** made a 
clinical and experimental investigation into caustic burns of the esophagus. They 
concluded that ‘there can no longer be any justification for the so-called Saltzer 
method of management of esophageal stricture. The marked inflammation and 
necrotic phase present during the first seven days condemns carly dilatation. By 
the fourth week after burning the patient should have a barium swallow as well as 
a cautious endoscopic appraisal of the esophagus. Subsequent treatment will de- 
pend on the evaluation at this time.’’ Patients who have longstanding strictures 
should be subjected to immediate extirpation of the stricture and esophagogastric 
anastomosis. The short localized stricture which can be removed by local resection 
must be differentiated from the remainder of the group. 

Ellis and Wilson** in 1953 suggested early barium swallow, csophagoscopy, and 
bougienage. They recommended esophagogastrectomy for those who could not be 
treated successfully by such methods. Holinger et al** reported at the Montreal 
Meeting of the American Association of Thoracic Surgery in 1954 that they had 
observed 169 patients with caustic burns of the esophagus. In cases of acute carly 
caustic burns active dilatation is begun 24 to 48 hours after ingestion of the caustic 
using the soft rubber, smooth tip catheter-like bougies filled with mercury. In 
acute cases they found no stricture formation in those patients seen who had main- 
tained this course of therapy. 
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TRACHEOESOPHAGEAL FISTULA 


In 1929 Vogt'*? suggested a comparatively simple and frequently used classification 
of congenital deformities of the esophagus. In Type I, there is a complete absence 
of the esophagus, an extremely rare condition. In Type 2, there is a blind end to 
both the upper and to the lower segments of the esophagus, neither of which com- 
municates with the esophagus, a rare type. Type 3 includes those anomalies with 
tracheoesophageal communication. In Type 3 cither the upper segment communi- 
cates\ with the trachea and the lower segment has a blind proximal end; the upper 
segment is blind, the lower segment communicates with the trachea at or about the 
level of the bifurcation of the trachea, which is the common type of congenital 
anomaly of the esophagus; or both the upper and lower segments communicate with 
the trachea. After many trials and failures, the first successful case with congenital 
atresia of the esophagus and trachecocsophageal fistula was obtained by Leven.® 
Other workers in this field were Shaw,'!* Ladd, ** Swenson,'* Bigger,'® and Potts. 
The first successes were of multiple stage procedures involving disconnection of the 
fistulous tract, establishment of a gastrostomy and an external antethoracic ¢so- 
phageal gastric communication. In 1944 Haight* reported the first successful 
closure of the fistula and establishment of end-to-end continuity of the esophagus. 

In 1946 Gross and Scott*’ reported thac more than 400 cases of congenital atresia 
of the esophagus with and without tracheoesophageal fistula had been recorded in 
the literature. At least five methods of primary anastomosis have been successfully 
employed for repair of esophageal atresia. He summarized these as follows: (1) 
Haight recommended a primary repair whereby the tiny and thin distal segment is 
telescoped for a short distance into the upper segment in such a way that the entire 
thickness of the wall of the lower segment is joined by interrupted sutures to the 
mucosa and to the submucosal layers of the upper segment. The muscularis of the 
upper segment is then lapped over and attached by sutures to the muscularis and 
adventitial sutures of this lower segment. (2) Daniel employed an ingenious method 
for the surgical union of the two segments in esophageal atresia. After freeing and 
opening the upper and lower ends, a catheter was placed in the nose, led down 
through the upper segment and threaded through the lower segment into the stomach. 
This catheter was used for upper traction after the esophageal end was tied to it. 
Thus the lower part of the esophagus could be pulled inside of the upper segment 
to which it was then anchored with a number of interrupted stitches joining the 
muscle layers. (3) Humphreys joins the two segments with interrupted mattress 
sutures in such a way that the ends are turned inward. His first suture line is then 
re-enforced by drawing the outer surface of the upper pouch downward to that of the 
lower segment. (4) Ladd advocated the approximation of the mucosal layer with 
a few fine silk stitches, tying of the stay sutures and then re-enforcing the line of 
anastomosis with a number of small interrupted mattress stitches. (5) Gross’ tech- 
nique comprised the tying of four stay sutures, avoidance of a mucosal layer, and re- 
enforcement with a number of interrupted silk sutures that were placed in a linear 
direction. He used an in-lying No.8 French catheter for cight days. 


In 1948 Sweet'** reported his method of handling cases in which it was impossible 
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to carry out the ideal procedure. He noted that ‘‘it is apparent therefore that if a 
method of restoring the continuity of the alimentary canal, without having recourse 
to the multiple stage external esophagoplasty usually advocated, could be developed, 
it would make it easier for surgeons and parents alike to decide in favor of an attempt 
to preserve the life of the child in cases where a primary anastomosis cannot be 
made."’ The principal obstacles to be overcome are three in number: (1) the long 
distance between the short proximal segment of the esophagus and the fundus of 
the stomach, (2) the presence of a gastrostomy opening, and (3) the passage of the 
fundus of the stomach from the thoracic cavity into the neck. He solved this problem 
by bringing the stomach up posterior to the hilum, resecting the medial half of the 
clavicle and first rib, and performing an esophagogastrostomy in the neck with 
three layers of interrupted, fine silk sutures. 

In 1952 Leven et al®’ reviewed their extensive experience with this type of anomaly. 
They noted that in their series of 103 patients, there were 17 cases having other 
major anomalies, 12 of which might have been considered a factor in an unfavorable 
result. They emphasized that the common type of atresia of the esophagus presented 
three problems: (1) feeding, (2) prevention of regurgitation of gastric contents into 
the lungs through the tracheoesophageal fistula, and (3) prevention of aspiration of 
saliva or liquids. They reported that in 1939 Leven® had successfully carried out a 
more direct attack upon the fistula and that his patient was the first case of congenital 
atresia of the esophagus and tracheoesophageal fistula that had survived. The 
authors referred to those who are advocates of the transpleural approach and primary 
anastomosis of the esophagus, but they felt that it was the consensus of most surgeons 
that the extrapleural approach was safer in these infants. They cited Swenson's'*” 
report of 113 cases operated with $3 surviving. Ina series of 32 primary anastomoses 
there were 5 postoperative deaths. This mortality is a marked improvement over 
the results from many other series. Leven uses a single row of interrupted 5-0 silk 
sutures. He states that it is important that a good mucosal apposition be obtained 
in the anastomosis. A second row of sutures is used in the muscularis to re-enforce 
the initial row. In 2 cases of ligature of the fistula recanalization had occurred. 
Since that time, they have divided the fistulous tract in all cases after ligation. In 
68 patients a primary anastomosis of the esophagus was performed and 43 patients 
were living. Leakage at the site of the anastomosis occurred in 16 of their cases 
The leak was a contributing factor in the death of 10 of their patients. Esophageal 
strictures have been dilated by the simple method of dilating urethral strictures 
described by Hubbard and Leven.** Swenson'* showed that carly gastrostomy and 
withholding of feedings for 10 days after anastomosis of the esophagus rests the 
esophagus and protects the suture line. Leven uses this method routinely at the 
present time. Hughes and Fox®® report 2 cases and review acquired nonmalignant 
esophagotracheobronchial fistula. 


TUMORS AND CYSTS OTHER THAN CARCINOMA 


Totten et al'*® discussed benign tumors and cysts of the esophagus in 1953. They 
divided benign tumors of the esophagus into two groups: intraluminal and intramural 
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In the former group, most of the tumors were fibrous polyps, although polypoid 
lipomas and leiomyomas were also found. They stated that the majority of these 
are attached to the region of the cricoid cartilage. The solid intramural tumors 
were chiefly Ieiomyomas and could be found at any level. Intramural cysts were 
congenital in origin and usually contained derivatives of the primitive foregut. 
Most of these cysts occurred in the middle or lower third of the esophagus. They 
noted that most of the polypoid tumors may be removed through the csophageal 
lumen, whereas a thoracic or abdominal approach plus enucleation and or resection 
is necessary to treat the intramural growth. 

Sweet, Souttar, and Tejada'*’ discussed muscle wall tumors of the esophagus in 
1954. These authors pointed out that esophageal tumors could be divided according 
to layers in which the tumor arises. Carcinomas and certain polyps arise primarily 
from the mucosa, while cysts, certain sarcomas, pedunculated fibromyxomas, and 
lipomas are among those that grow in the submucosa. The muscularis contributes 
leiomyomas, neurofibromas, fibromas, &bromyomas, leiomyosarcomas, fibrosarcomas, 
and rhabdomyosarcomas. Size seemed to be the most single important factor in the 
production of symptoms by these growths. The largest tumor in the author's serics 
weighed 675 Gm. Most of the benign muscle wall tumors remained beneath the 
muscle. They caused pain, dysphagia, and digestive symptoms as they grew larger, 
apparently because of the pressure they exerted on the muscularis and the esophageal 
lumen. Diverticula were found in association with benign tumors in a number of 
instances and in 4 of their series there were multiple tumors. They noted that 
German pathologists have divided the sarcomas into two main groups, the polypoid 
lesions and the diffuse infiltrating ones. It appears that the leiomyosarcomas were 
characterized by slow growth, long duration of symptoms, and a low incidence of 
local and distant metastases. A roentgenogram after a swallow of barium may give 
a picture typical of a benign tumor but the presence of ulceration made the diagnosis 
more difficult. Endoscopic biopsy of these lesions through an intact mucosa was 
seldom foolproof, potentially dangerous, and made subsequent enucleation without 
contamination impossible. The treatment of choice appeared to be simple enuclea- 
tion without entering the mucosa followed by reconstruction of the esophageal wall 
if possible. If doubt existed as to the possibility of local excision, however, because 
of the size or extent of the lesion, the surgeon should prepare preoperatively for an 
esophageal resection. They concluded that considering the good carly results ob- 
tained in a small group of cases, surgical resection was the treatment of choice for 
both diffuse and polypoid muscle wall sarcomas. 


ESOPHAGEAL DIVERTICULA 


In their 1952 article DeBakey, Creech, and Heaney*?* referred to a diverticulum 
described by Ludlow in 1764 and to another observation by Sir Charles Bell in 1816. 
DeBakey et al credit Rokitansky with the first systematic study of the condition in 
1840. Rokitansky classified the diverticula as “‘ tractional and pressure diverticula.”’ 
In 1877 Zenker and von Ziemssen'*’ reported a carefully studied series of 27 cases 
examined postmortem, 5 of which were personally observed and the remainder col- 


152 ° seplember 1955 QUARTERLY REVIEW OF SURGERY 


|_| 


lected from the literature. DeBakey et al point out that ‘the pulsion diverticulum, 
because of the absence of the muscular investing coat, is in fact, a false diverticulum.’ 
The pharyngoesophageal diverticulum apparently occurs about 30 times more fre- 
quently than the supradiaphragmatic pulsion diverticulum. The first successful 
surgical excision of an esophageal diverticulum was performed in 1886 by Wheeler'** 
of Dublin. Stetten's' review in 1910 indicated that in a group of 48 patients in 
whom a one-stage operation had been performed, the mortality was 18.7 per cent. 
As a consequence of this high mortality and morbidity, attempts were made to 
alter the procedure with the purpose of eliminating or diminishing infection. Gold- 
man** had suggested in 1907 a two-stage operation for excision in which he ligated 
the neck of the sac. This resulted in gangrene and to avoid this Mayo,’® in 1910, 
performed a two-stage operation without ligation of the sac. Schmid,''® in 1912, 
proposed diverticulopexy on the basis that suspension of the sac in an inverted posi- 
tion would prevent retention of ingested substance and thereby make asymptomatic 
the otherwise troublesome lesion. This operation was first performed by Hill.*? 

DeBakey and co-workers, however, prefer a one-stage resection. They feel that it 
is important to divide the fibers that surround the inferior aspect of the neck in a 
sling-like fashion for failure to do so may result in improper dissection and amputa- 
tion with subsequent recurrence of the diverticulum. They point out that great care 
should be taken in order to prevent tenting of the esophagus which might result in 
compromise of the lumen during closure. As the diverticulum is amputated segment 
by segment the defect in the esophageal wall is closed with interrupted cotton or 
fine silk placed and tied in such a manner that the knot will be intraluminal as sug- 
gested by Churchill and Sweet. A second row of interrupted sutures is then used to 
approximate the esophageal muscle stratum. 

Wallace'® studied 26 patients with traction diverticula and found that about one- 
third had symptoms including pain, dysphagia, and hematemesis; rarely, profuse 
bleeding may occur. It was also pointed out that such a diverticulum may also play 
a subtle and insidious role in the production of certain symptoms in that if its tip 
is eroded periesophageal sinuses or esophagotracheal bronchial or esophagopleural 
fistulas may ensue. Traction diverticulum is usually the result of extracsophageal 
inflammatory disease rather than internal pressure. It is important to remember 
that surgical therapy is sometimes directed in such circumstances at the extra- 
esophageal disease without full recognition until the time of operation, that the 
esophagus is involved in the process. 

Pulsion diverticula of the lower third of the esophagus are comparatively rare, 
only 3 cases being encountered by Wheeler in more than 20,000 roentgenologic 
examinations of the esophagus. The pouch usually is situated posterolaterally, 
oftener to the right than to the left. Whereas, all the diverticula at the pharyngo- 
esophageal junction are symptomatic in direct proportion to the size of the pouch, 
diverticula in the lower third of the esophagus may be entirely asymptomatic. 
DeBakey et al point out that the difference may well be that in the cervic region 
the visceral fascial compartment constitutes a relatively unyielding space in which 
the sac enlarges while in the lower mediastinum the sac may enlarge freely into 
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cither pleural space. Lothcisen’* in 1908 proposed and later applied diverticulo- 
gastrostomy by means of an abdominal, transdiaphragmatic approach. DeBakey 
and co-workers** prefer excision of the diverticulum followed by closure of the defect 
in the esophagus as the method of choice. In cases with marked stricture formation 
of the esophagus distal to the diverticulum this may not be entirely satisfactory and 
under these circumstances the preferable procedure is believed to be resection of this 
segment of the esophagus including the diverticulum followed by csophagogas- 
trostomy to restore continuity. They collected 126 cases from the literature, and 
reported 2 cases treated by intrathoracic cardioesophagectomy with csophago- 
gastrostomy. The authors fele that this more radical measure should be reserved for 
those that would not be adequately treated by diverticulectomy; namely, multiple 


diverticula, diverticula associated with cardiospasms, with esophageal atresia, or 
neoplasm 


An article by Lahey and Warner®* included a follow-up study with reference to 
complications and recurrences in 250 pharyngoesophageal diverticula. They pointed 
out that Zenker and Ziemssen had illustrated the point that the opening into the 
large pharyngocsophageal diverticulum is directly downward and the opening into 
the esophagus is lateral making the entry of food or an esophagoscope into the 
lateral orifice difficult. It was their thought that muscular incoordination between 
the pharyngostricture and the cricopharyngeus was conducive to hernia formation 
at this point. They emphasized theimportance of lateral barium views in the study 
of the lesion and cautioned against esophagoscopy by inexperienced personnel. 
Lahey and Warner were ardent advocates of the two-stage procedure for the pharyngo- 
esophageal diverticulum. They reported a mortality of 2 deaths in 365 pharyngo- 
esophageal diverticula, and there were 12 recurrences in 250 cases, or 4.8 per cent. 
With regard to epiphrenic pulsion diverticula, they felt that the surgical treatment 
now accepted for these lesions consisted either in resection of the neck of the sac 
and inversion of this neck into the esophagus or transthoracic resection of that 


portion of the esophagus involved when obstruction to the esophagus itself had 
occurred. 


THE JEJUNAL LOOP 


The use of intestinal substitutes, other than stomach, provides another interesting 
phase of esophageal surgery. In 1907 Roux"? reported an experience brought on, 
he says, by clinical chance, in a child who had an extreme stricture of the esophagus. 
“We have sought to lengthen the intermediate intestinal segment of bowel to the 
point of conducti: g it not to the abdominal wall but to the neck. Others will 
possibly pass through the diaphragm; we have preferred the subcutancous route."’ 
Roux brought a segment of jejunum up subcutaneously on the chest wall. The distal 
end was anastomosed to the stomach. In the initial report, the cervical esophagus 
had not been anastomosed to the jejunostomy on the anterior chest wall. 
reported a successful modification of Roux’s method in 1908. 

In 1934 Ochsner and Owens*! reviewed all the published antethoracic esophago- 
plastics, and they found 100 jeyuno-dermato-csophagoplastics and 36 jejunocsophago- 
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plasties. The latter carried a mortality of 46.6 per cent of antethoracic csophago- 
plasties using the Roux technique. Yudin's'*® classical paper in 1944 described 
antethoracic subcutaneous loops for the treatment of 80 patients. Allison and 
Da Silva* first used mediastinal esophagojejunostomy in 1944. Rienhoff,'’* in dis- 
cussing Holinger’s paper at the Montreal meeting in 1954, stated, ‘1 believe that 
jejunum was placed substernally in this operation for the first time in 1943."" *’ For 
the last eight years,’’ he added, “‘this patient has had severe hemorrhages from 
obvious gastric or duodenal ulcers. I want to point out, therefore, that if you do an 
esophagojejunostomy and leave the stomach as an empty sac exposed to its own 
digestive juices without any food or water or anything going through it, you are 
likely to have peptic ulceration."" In 1945 Clark** described a successful esophageal 
resection for carcinoma with the use of a Roux loop in two stages. Stefada''* in 
1946 reported from Russia 256 resections with intrathoracic reconstruction cither 
with stomach or jejunum. Since then the Roux loop has had increasing adherents 
and papers have appeared from Reynolds and Young'’* in 1948, Harrison,* Allison 
and Borrie,® and Sargeant. Both Sirak et al''? and Merendino and Skinner” explored 
the use of interposed jejunal loops in the treatment of cardioesophagitis due to reflex. 
Allison‘ reported palliative esophagojejunostomy by Roux loop without resection 
of the growth for cancer of the cardia of the stomach on 30 patients. Battersby '* re- 
ported an experimental and clinical study in which colon replacement for esophagus 
showed the gastrocolic anastomosis to be well tolerated. 

Robertson and Sargeant'®® described an ingenious method of extrapleural sub- 
sternal jejunal placement: ‘From the abdomen, the anterior mediastinum is entered 
through the anteromedial gap of the diaphragm, by blunt dissection upward and to 
either side, close to the deep surface of the xiphoid process and costal cartilages. If 
the xiphoid process is long, it can be removed. The diaphragm is then separated 
from the costal margin by blunt dissection for two inches on both sides of the mid- 
line. This allows the surgeon's entire hand to enter the anterior mediastinum. 
Blunt dissection with the fingers is gently carried upward anterior to the pericardial 
sac, carefully pushing both pleural reflections laterally. No troublesome hemorrhage 
has been encountered during this procedure. Gradually the hand is worked upward 
until it meets the fingers of the other surgeons working downward from the neck. 
The anterior mediastinum is then tunnelled with the fingers from above keeping 
close to the sternum and separating the inner part of the insertion of the sterno- 
thyroid muscle. Space should be made to admit three fingers. The long ends of the 
heavy silk tie on the proximal end of the jejunum to be transposed are now passed 
up through the anterior mediastinum and the jejunum is pushed up through the 
mediastinum rather than pulled, and the silk ligature used as a guiding string. An 
attempt is made to lay the jejunum on its side and to avoid kinks, for the length of 
the bowel is always greater than the length of the mesentery.”’ 


CONCLUSION 


Perhaps it would be fitting to close this review with a reference to Roux's original 
case. An epicrisis on the patient was published by Picot-Roux and Hase”’ which is 
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quoted in part as follows: ‘It may seem quite late to be giving an account of this 
operation created by César Roux in 1906, since other techniques are now used with 
numerous successes. The child of 12 who benefitted by the new technique, very 
audacious for that period, died at 53 in 1948, father of a family. It seems indicated, 
however, to publish this epicrisis, the success of Roux having been contested by 
certain authors. It would be too long to recall all the peripatetics of the long treat- 
ment of F. G., a treatment which stretched out from June 26, 1906, the day of the 
accidental deglutition of a few mouthfuls of caustic soda, to 1911 when the final 
cutaneous plastic surgery to link the esophageal stump to the antethoracic small 
intestine was executed."’ Picot-Roux then summarizes the steps of the procedure, 
and an autopsy report by Hase closes the story. 
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TUMORS 


64. Liposarcoma: A Study of 105 Cases. GEORGE 1. PACK AND JOHN C. PIERSON, 
New York, N.Y. Surgery. 36:687-712, October 1954. 


The authors review 105 cases of liposarcoma treated at the Memorial Center 
for Cancer and Allied Diseases from 1928 through 1948. During that period there 
were T17 cases of malignant tumors of the soft somatic tissues. Liposarcomas 
represented 14.6 per cent of the total, exceeded in frequency only by the sarcomas 
of undetermined histogenesis and rhabdomyosarcomas. 

In the regional distribution of liopsarcomas, the lower extremity, including the 
foot, leg, thigh, buttock, and groin accounted for 62.7 per cent of the cases. There 
was little difference in sex distribution. 

The histologic features of liposarcoma are discussed, presenting the classifica- 
tions as outlined by James Ewing and by Arthur Purdy Stout. 

Malignant lipogenic tumors usually start as an inconspicuous swelling of the soft 
somatic tissues, exhibiting progressively steady growth without alarming exacerba- 
tion until they reach such proportions as to demand the attention of the patient, 
The chief complaint is the gradual enlargement of a perceptible tumor. Pain is 
quite rare at the onset but pressure symptoms may ensue when the neoplasm 
reaches a certain size. 

In differential diagnosis roentgen-ray examination is helpful but not sufficiently 
accurate to rule out benign lesions. Aspiration biopsy has its limitations but is a 
useful adjunct. If the plan of treatment is dependent on the absolute establish- 
ment of a histologic diagnosis, a formal incisional biopsy and frozen section analysis 
are attempted. If the tumor is found to be locally resectable, a formal incisional 
biopsy is still quite important because the method of local removal varies with 
the diagnosis. 

The choice between radical surgical dissection and amputation depends upon 
innumerable factors, such as the degree of malignancy, the regional distribution, 
the fixity or mobility, the primary or recurrent status, and the presence of regional 
or distant metastases. If the neoplasm is on an extremity and the attempt at 
local removal fails, either because of technical difficulties or because the surgeon 
realizes the futility of the effort, an immediate amputation may be performed. 

The embryonal myxoliposarcomas. are known to be very radiosensitive. Ke- 
current liposarcomas, although more cellular and anaplastic, are sometimes less 
radiosensitive. Of 12 liposarcomas treated entirely by irradiation, only 2 (16.6 
per cent) were sterilized; 1 of the patients has been cured for more than 10 years. 

Tables are presented to show the end results from various points of view, such 
as response to irradiation; operability, including definitive treatment and palliative 
treatment for primary and recurrent liposarcomas. The five year end results based 
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on the location ef the tumor show that the results are more favorable if located 
on the arm or foot. Those liposarcomas treated by local excision and postoperative 
roentgen-ray therapy had a five year cure rate of 87.5 per cent, because of the 
very early and favorable stage of the growth. Radical surgical dissection resulted 
in 66.7 per cent five year survival without recurrence, which is better than the 
cure rate following amputation (33.3 per cent) because in past years, amputation 
has been reserved for the very advanced cases. The over-all five year definitive 
cure rate for patients with liposarcoma treated more than five years previously 
was 35.9 per cent. 51 references. 14 figures. 7 tables.— Author's abstract. 


THYROID AND PARATHYROID 


65. Papillary Adenocarcinoma of the Thyroid (So-Called “Lateral Aberrant Thiy- 
roid). REGINALD WEBSTER AND RUSSELL HOWARD, Melbourne, Australia. 
Australian & New Zealand J. Surg. 24:1-17, August 1954. 


In this communication are discussed the clinical, pathologic, and surgical aspects 
of 5 patients in each of whom the diagnosis of papillary adeno-carcinoma of the 
thyroid was established by biopsy of a cervical lymph node. Three of the patients 
were children and 2 adults. It is urged that the term “lateral aberrant thyroid” 
should be discarded as a misnomer, and that the view that the lateral cervical 
nodules so described are essentially metastatic deposits in lymph nodes, referable 
to a cyst-adenocarcinoma located in the homolateral lobe of the thyroid, is no 
longer to be questioned. The primary tumor frequently eludes clinical detection 
and initiates a train of events notoriously slow in evolution. In 2 of the children 
in the group, girls of 12 and 14 years of age respectively, tumor nodules were 
present in both lobes of the thyroid. 


Photomicrographs illustrate the misleading appearance of benignancy frequently 
observed in microscopic sections of biopsy lymph nodes, and comment on this 
point leads to discussion of the morphologic variants of thyroid carcinoma, and 
the difficulty often experienced in distinguishing histologically between malig- 
nant neoplasia and exaggerated hyperplasia as it occurs in the thyroid. 

The authors allow that in view of the recognized frequent and intimate associa- 
tion between the thyroid and lymphoid tissue there is good reason in the contention 
that lymphoid tissue found in microscopic sections of lateral cervical nodules of 
thyroid derivation is not necessarily infallible evidence of lymph-nodal metastasis. 
It is emphasized, however, that in very many microscopic preparations of “lateral 
aberrant thyroids” the periphery of the section shows the fibrous capsule, cortical 
follicles, and peripheral sinuses of a fully differentiated lymph node. Such a 
histologic picture is regarded as conclusive evidence of lymph-nodal metastasis. 

Space is given to exploration of the possibility that a nest of thyroid tissue in a 
lymphoid environment may originate by means other than lymph-nodal metastasis 
from a tumor in the thyroid. From a consideration of the frequent occurrence of 
epithelial inclusions in lymph nodes, and the degree and diversity of differentiation 
which such epithelium may exhibit, emerges a suggestion that a true “lateral 
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aberrant thyroid” may possibly evolve in a manner analogous to that attributed 
to adeno-lymphoma. 


Four of the patients submitted to operation: in the fifth, a boy of nine years, 
widely distributed pulmonary metastases were evident radiographically synchron- 


ously with the elucidation of the pathology by lymph node biopsy. This patient 
had attained the age of 18 years when last examined, his principal disability being 
dyspnoea which supervened on slight exertion. 

Reasons are advanced for the limitation of operative procedures to lobectomy 
and removal of all enlarged lymph nodes on the affected side in the 2 adults, in 
both of whom all indications pointed to a unilateral process. In the 2 adolescent 
girls bilateral lymph node enlargement indicated the necessity for total thyroidec- 
tomy. The surgical technique adopted was the removal of affected lymph nodes, 
individually or in groups, as opposed to block dissection of the neck. 


I do not believe there is anything particularly new or startling about the author's 
point of view. It is very orthodor in the interpretation of lateral cervical metastases 
of papillary carcinoma of the thyroid. In fact, in this country I believe the concepl of 
lateral aberrant thyroid has been completely abandoned for a number of years. 

I would agree with him that the treatment for papillary carcinoma is a conservative 
operation and that typical block dissection of the neck is not required. George Crile, Jr. 


THORACIC SURGERY 


66. The Clinicopathologie Significance of the Demonstration of Viable Tubercle 
Bacili in Resected Lesions. oscar East Orange, \. J.; GLADYS 
L. HOBBY, Brooklyn, N. Y.; Maurice Js. East Orange, N. J.; 
LENERT, Brooklyn, N. Y.. AND JOHN vy. ComeR, East Orange, \. J. J. 
Thoracic Surg. 29:109-135, February 1955. 


In recent years as more and more tuberculous lesions have been subjected to 
surgical resection, a number of bacteriologic studies utilizing routine culture media 
reported that bacilli recovered from closed tuberculous lesions of patients who had 
received many months of chemotherapy contained stainable but not viable tubercle 
bacilli. The inference was that such bacilli were dead and the necessity for re- 
secting such residual lesions was questioned. 

The present investigators have shown that, by use of special cultural conditions 
and long term incubation, growth of tubercle bacilli can indeed be demonstrated 
in cultures of resected necrotic lesions in patients who have been subjected to 
prolonged chemotherapy. clinico-pathologic correlation with microbiologic 
observations utilizing these newer cultural methods was performed on resected 
tuberculous lesions in 19 patients. Four of the 19 patients who had received little 
or no chemotherapy preoperatively were considered as controls. Fourteen of the 
remainder had received from 4 to 12 months of chemotherapy preoperatively and 
showed morphologic evidence of cavity closure. One had received 11 months of 
chemotherapy preoperatively and showed evidence of an open cavity with healing. 
The recovery of viable tubercle bacilli from the 4 control patients and also from 
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1! of the 15 original and retreatment patients is reported. No correlation between 
the presence of viable tubercle bacilli in tuberculous lesions and duration of chemo- 
therapy, drug regimens used, duration of the preoperative period, noninfectious- 
ness, or the anatomic nature of the lesions could be demonstrated in this study. 
Based on the findings reported herein, inspissated cavities with communicating 
bronchi, after prolonged chemotherapy on regimens universally used today, are 
potentially dangerous in a high percentage of cases. 29 references. 4 figures. 
juthor’s abstract. 


67. Observations on Hyponatremia Following Mitral Valve Surgery. ROBERT A. 
BRUCE, K. ALVIN MERENDINO, MARCELLE F. DUNNING, BELDING H. SCRIBNER, 
DENNIS DONOHUE, EMILY R. CARLSEN, AND JEAN CUMMINS, Seattle, Washing- 
ton. Surg. Gynec. & Obst. 100:293-302, March 1955. 


Our initial experiences with mitral valve surgery in 1952 revealed an unexpected 
morbidity during the first week after operation. Investigation of the metabolic 
responses to cardiac surgery demonstrated hyponatremia in several patients. 

Hyponatremia, defined as serum sodium concentration below 127 mEq, L., 
occurred in 4 out of 12 patients who were permitted an “unrestricted” intake of 
water averaging 2.6 L. per diem. Intravenous saline corrected “‘symptomatic”’ 
hyponatremia in 2 patients who may have been depleted of sodium preoperatively 
by prolonged medical treatment. This treatment did not cause pulmonary con- 
gestion. The prophylactic use of limited amounts of sodium, averaging 60 mEq per 
diem, not only failed to prevent hyponatremia in 7 out of 18 nondepleted patients, 
but also caused elevations in venous pressure in 9, and resulted in overwhelming 
acute pulmonary edema in 2 patients. There was an unusual increase in mean 
weight of patients on either of these regimens. 

“Restricting” fluids to an average intake of 0.9 L. per diem, resulted in con- 
siderable weight loss and thirst, but was effective in preventing hyponatremia in 
most instances. There was also appreciable urinary loss of potassium. Although 
none of the patients were embarrassed by pulmonary congestion, 2 succumbed 


from serious thrombo-embolic complications that may have been precipitated by 
the relative dehydration. 

In general these observations were in accord with those of Moore who has 
described postoperative hyponatremia as due to “sodium paradox,” “water intoxi- 
cation” or excessive loss of sodium from specific lesions. Wilson and associates 
studied this problem in patients undergoing mitral commissurotomy and found 
evidence of increased total body sodium and water, and decreased exchangeable 
potassium preoperatively, as well as hyponatremia in the presence of renal con- 
servation of sodium postoperatively. Goodyer and Glenn attributed much of the 
hyponatremia following mitral valve surgery to the effects of an unusually pro- 
longed antidiuretic stimulus that favored water retention. 


Postoperative hypona- 
tremia appeared to be an exaggerated response in the patients submitted to mitral 
valve surgery because of the combined effects of cardiac insufficiency and positive 
crude water balance (disregarding insensible and sweat losses). 


The capacity for 
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regulating water balance was impaired due to uninhibited thirst and oliguria. The 
unrestricted administration of saline for hyponatremia was hazardous, unless there 
was symptomatic need because of previous depletion or unusually large losses of 
sodium. 

Although the fundamental metabolic responses to surgical stress were not pre- 
vented by the empiric changes in the postoperative fluid regimen, the degree of 
hyponatremia was modified only when the fluid intake was markedly restricted. 
10 references. 3 figures. 4 tables.— Author's abstract. 


68. Resection of the Thoracie Aorla with Replacement by Homografl for Aneurysms 
and Constriclive Lesions. DENTON A. COOLEY AND MICHAEL E. DE BAKEY, 
Houston, Texas. J. Thoracic Surg. 29:66-104, January 1955. 


Excisional therapy for aneurysms and constrictive lesions of the aorta is the 
most satisfactory method of dealing with such disease processes and should be 
employed in all instances where conditions permit its successful application. The 
operative technique consists of mobilization of the aorta above and below the 
lesion, temporary occlusion of the aorta, excision of the lesion, and restoration of 
circulatory continuity by means of a homograft. Preparation and preservation of 
the grafts by lyophilization or the freeze-drying process was the preferred method 
in the cases reported. Technical problems concerned with the level of aortic occlu- 
sion were considered in some detail. Complete occlusion of the ascending aorta 
imposes serious hazards through cardiac strain and cerebral anoxia and was not 
attempted in any of the cases reported. Occlusion of the thoracic aorta distal to 
the origin of the left carotid artery may be tolerated by the patient depending 
upon a number of factors including the actual level and duration of occlusion and 
the degree to which collateral vessels have been stimulated and developed in asso- 
ciation with the lesion. The spinal cord is the organ most vulnerable to ischemic 
damage under such circumstances. In instances of constrictive lesions as coarcta- 
tion of the aorta the rich collateral supply to the lower portion of the body permits 
prolonged occlusion of the aorta without producing significant neurologic damage. 
In aneurysms the danger of producing cord damage is serious. Various types of 
temporary shunts have been used to supply circulation distally but the results 
have not been striking. In this series of cases induced body hypothermia was 
employed in 3 patients with aneurysm to reduce oxygen requirements of the 
ischemic tissues and thus prolong the safe period of aortic occlusion in resection 
of aortic aneurysms. Although the thoracic aorta was occluded for 53, 62, and 
53 minutes respectively, in none was there evidence of paraplegia after operation. 

There were 12 patients operated upon with resection of segments of thoracic 
aorta, 5 of which were for constrictive lesions and 7 were for aneurysms. One case 
of an acquired occlusive process involving both the lower thoracic and proximal 
abdominal aorta required two separate grafting procedures done at intervals of 
four months. Excellent results were obtained in all 5 patients with constrictive 
lesions. Among the 7 patients with thoracic aneurysms extensive aortic resections 
up to 30 em. in length were done and there were 3 deaths in this group. In an 


OBSTETRICS AND GYNECOLOGY seplember 1955 


ig 
4 
165 


addendum the authors report 9 additional patients operated upon, 5 for aneurysm 
and 4 for constriciive lesions. All of these patients recovered. 47 references. 
27 figures. 2 tables.—-Author’s abs'ract. 


69. The Causes of Death Following Esophageal Resection for Carcinoma. EDWARD 
F. PARKER AND LOUIE 8. JENKINS, Charleston, South Carolina. J. Thoracic 
Surg. 29:373-380, April 1955. 


The surgical treatment of primary epidermoid carcinoma of the esophagus, as 
distinguished from primary adenocarcinoma of the cardia of the stomach invading 
the lower end of the esophagus, has been extremely difficult. With few exceptions, 
patients with carcinoma of the esophagus present themselves in a moderately 
severe to severe state of dehydration and malnutrition. Further, a high proportion 
of tumors are situated in the region of the aortic arch and the bifurcation of the 
trachea, so that the technicalities involved in the extirpation of tumors in this 


region when combined with restoration of the alimentary tract in a single stage 
operation have become very complex. 

In an attempt to find some reason for the poor results of the surgical treatment 
of epidermoid carcinoma of the esophagus, an analysis of 210 patients was made 
with particular regard to causes of death in the patients treated by resection. The 
mortality rates for resections of the thoracic esophagus with and without restora- 
tion of continuity of the alimentary canal were presented. The causes of death 
were enumerated, the most frequent being failure of healing of the anastomosis 
with esophago-pleural fistula and empyema. The causes of death were analyzed 
from the standpoint of the status of patients on admission, the preoperative therapy 
and its duration, the operative technique and the postoperative therapy. The 
operative mortality must be reduced in order to justify continued use of resection, 
in the treatment of lesions in the region of the aortic arch, and consideration on 
the needs for the reduction in operative mortality were presented. 14 references. 
1 tables.——Author’s abstract. 


Careful correction preoperatively of blood volume deficiencies which are frequent in 
these patients is of ulmost importance in preventing complications. —(Ed.). 


BREAST 


70. Prognosis of Breast Cancer for Pregnant and Nursing Women; Analysis of 
1,413 Cases. THOMAS TAYLOR wurTe, Seattle, Washington. Surg. Gynec. & 
Obst. 100:661-666, June 1955. 


The author has added 38 cases of breast cancer complicated by pregnancy or 
nursing from three Seattle hospitals and 22 from three New York City hospitals 
to 1,353 found in a review of the world literature. On the basis of this study an 
incidence of 1,296 instances of pregnancy coincident with 45,881 cases of breast 
cancer was found (2.8 per cent), as well as 74 cases of breast carcinoma among 
238,299 deliveries. Analysis was made of the gross results in 1,091 case reports. 
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Of 822 patients treated initially during pregnancy or nursing, 13.8 per cent sur- 
vived five years and 8.5 per cent 10 years, whereas, of 407 without metastases, 
21.5 per cent survived five years and 8.5 per cent 10 years and of 369 with meta- 
stases 6.7 per cent survived five years and 5.1 per cent 10 years. On the other 
hand, of 269 patients treated for breast cancer who became pregnant later 59 per 
cent survived five years and 47 per cent 10 years, while of 195 without metastases 
61.6 per cent survived five years and 51 per cent for 10, and of 74 with metastases, 
43.8 per cent survived five years and 34.6 per cent for 10. 

The author found that, of 9 women without metastases to the axilla treated 
before pregnancy or nursing, 8 survived five years and 7 for 10 years, while of 4 
with metastases, | survived five years and none for 10. Of LL patients treated 
during pregnancy or nursing without metastases, 8 survived five years and 3 for 
10, while of 16 with metastases | survived five years and none for 10. Comparison 
of these figures from the author’s series with 243 patients reported by Harrington 
and 224 reported by Westberg showed the same trend in all three series. 

It was suggested that poor results in the patients treated during pregnancy or 
nursing were due to (1) advanced stage of the disease (241 of 293 cases reported by 
Harrington, Westberg, and the author had axillary metastases). (2) delay in treat- 
ment: there was an average of 3.1 months from first examination by the doctor to 
therapy, (3) confusion of cancer with overlying redness with inflammation. 

The author concludes that the patient who is pregnant or nursing with breast 
cancer, without axillary metastases has a survival rate approaching that of un- 
complicated cancer. Poor results before have been due to advanced stage of 
disease or delay. Patients with metastases in the pregnant or nursing groups have 


a poor prognosis. There should be less delay. Inflammations should be biopsied 
more frequently. There appears to be no benefit derived from abortion on the 
course of disease. 21 references. 4 figures. 2 tables. Author's abstract. 


1 good analysis of a troublesome problem.T. G. O. 


ABDOMINAL SURGERY 
STOMACH AND DUODENUM 


TL. Sarcomas of the Stomach. GBowGE L. JORDAN, JR., BILLY F. BOLTON, J. GRIFFIN 
HEARD, AND GEORGE W. WALDRON, Houston, Texas. Surg. Gynec. & Obst. 
100-453-457, April 1955. 


Twenty-eight cases of primary sarcoma of the stomach were found in a review 
of records of four hospitals in Houston, Texas, during the 15 year period of 1939 
to 1954. There were 14 lymphosarcomas, 6 reticulum cell sarcomas, | Hodgkins 
sarcoma, 6 leiomyosarcomas, and | fibrosarcoma. The age, sex incidence, symp- 
toms, physical findings, laboratory data, pathology, roentgenographic and gastrc- 
scopic findings, treatment and prognosis are discussed and the findings in this 
series compared with those from a collected series. 

There are no absolute clinical criteria by which a diagnosis can be made, but a 
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sarcoma of the stomach should be suspected when one sees a young person with a 
large, palpable epigastric mass, who appears less emaciated than one would expect 
with a carcinoma of equal size. 

The prognosis of lymphoid tumors of the stomach was calculated from 373 cases 
collected from the literature. There were 114 living patients in whom the diagnosis 
had been made less than five years before the time of the published report. Conse- 
quently, these cases were excluded from the calculation of the five year survival 
rate. Of the remaining 259 cases, 70 (27 per cent) lived for five or more years 
following diagnosis, and the five year survival rate was 42.6 per cent for the patients 
who survived resective therapy. Twenty-two and nine-tenths per cent of patients 
with lymphoid tumors treated by irradiation alone survived five or more years. 

\ similar calculation was made for 119 collected cases of leiomyosarcoma. The 
overall five year survival rate was 37 per cent, and 51 per cent of those who sur- 
vived resective therapy lived five or more years. 

Excisional surgery is the treatment of choice for sarcomas of the stomach. The 
lymphoid tumors also respond well to irradiation therapy and therefore tumors 
not amenable to surgery should be treated in this manner. The prognosis in both 
the lymphoid tumors and leiomyosarcomas is considerably better than that re- 
ported for carcinoma. Consequently, it is mandatory that an accurate pathologic 
diagnosis be established in all patients with gastric tumors. 5 references. 5 tables. 
tuthor’s abstract. 


This is a very interesting survey that the authors have made and it points oul well 
the necessily for accurate pathologic diagnosis and also the good results following re- 
seclion in those patients presenting wilh resectable tumors and also the good results of 
irradiation in the lymphoid group even in the fact of ertensive nonresectable lesions. 


J.M.W. 


LIVER AND BILIARY TRACT 


Extravasation of Bile After Operations on the Biliary Tract. GRAHAM MC KEN- 


zie, Melbourne, Australia. Australian & New Zealand J. Surg. 24:181-191, 
February 1955. 


Twenty patients who developed an intraperitoneal collection of bile after opera- 
tion on the biliary tract are reported. The site of bile leakage could not be deter- 
mined in 12 cases. In 5 of the patients leakage was from the site of a choledo- 
chostomy and in the remaining 3, the bile escaped from an accessory duct, the 
cystic duct after slipping of the ligature, and a damaged common bile duct re- 
spectively. 

Two distinct clinical presentations are described. In 7 patients the outstanding 
feature was collapse within 48 hours of operation. Abdominal symptoms and signs 
were minimal or absent. Operative evacuation of the bile was carried out in 4 of 
these patients and 2 recovered. Five in this group died. 

A very different clinical presentation was seen in the other group, comprising of 
13 patients. In thse cases the conditions followed an insidious course, often with 
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a long latent period between operation and the appearance of unequivocal signs 
of bile peritonitis. Shock was not seen in any, except as a terminal event. On the 
other hand many did complain of vague and fleeting symptoms in their post- 
operative course. Half of them suffered short recurrent bouts of abdominal pain, 
but usually without concurrent abdominal signs. Unexplained vomiting, tachy- 
cardia, and abdominal distension were also seen but without any deterioration in 
the patient’s general condition, in spite of the intraperitoneal collection of bile 
which was responsible for these features. In 4 patients, signs at the base of the 
right lung led to a diagnosis of a pulmonary lesion, and their subdiaphragmatic 
bile collection was overlooked. 

In most of the cases in this group the insidious development of the bile peritonitis 
led to delay in diagnosis. In 2 patients the diagnosis was never made, with a fatal 
outcome. However, Ll recovered after operative evacuation of the bile. 

In | case there was evidence that small bile collections may be absorbed without 
drainage being necessary. But the course followed by others suggests that in 
cases where bile leakage causes a state of shock, the prognosis is bad, irrespective 
of treatment. Where the leakage results in a slow insidious deterioration in the 
patient's condition, the prognosis is good provided the bile is evacuated. However, 
it is apparent that there may be difficulty in immediately recognizing the presence 
of bile extravasation in two-thirds of the cases in which it occurs. 

Prevention of bile leakage depends on careful attention to details of technique 
in cholecystectomy and choledochostomy. Treatment of established bile peritonitis 
is evacuation of the bile and drainage of the abdomen. 8 references. 2 figures. 
3 tables.— Author's abstract. 


73. Rouz-Y Operation Vs. Partial Gastreclomy; Further Consideration of Treatment 
of Lesions of Common Duct and Pancreas: Review of Five Cases. 4. M. BIEGEN, 
Missoula, Montana. Arch. Surg. 70:298-302, February 1955. 


In recent years the Roux-Y operation has been used with increasing frequency 
in the treatment of common duct strictures, pancreatitis, pancreatic cysts and 
other lesions of the common duct requiring anastomosis of the biliary tree to the 
gastrointestinal tract. The operation in effect produces a modified Mann-William- 
son preparation in which the bile (stricture) or pancreatic secretions (pancreatic 
cysts) are shunted to a lower level in the gastrointestinal tract. 


Dragsted has convincingly confirmed the view that total deviation of the alkaline 
juices of the duodenum into the lower gastrointestinal tract results in a high 
incidence of gastrojejunal ulcer formation. Although the effect of partial exclusion 
of the duodenal contents has not been so clearly demonstrated, ample evidence 
suggests a similar outcome. In my limited experience | have found 2 cases in 
which duodenal ulcer developed following Roux-Y type anastomosis between the 
common duct and the jejunum. 

Because of the theoretic objections to the Roux-Y operation, I recently described 
a procedure which effectively accomplishes the side-tracking effect of the Roux-Y 
but also avoids these objections. The operation consists of an anastomosis of the 
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proximal end of the common duct to the distal end of the duodenum after transec- 
tion of the duodenum below the pylorus. In case of a pancreatic cyst, the anasto- 
mosis is made between the duodenum and the cyst. Partial gastrectomy is then 
performed and intestinal continuity restored by a posterior Hoffmeister gastro- 
jejunal anastomosis. 

Five cases are reported in which this procedure has been performed. Since these 
patients have done remarkably well, the operation may merit further consideration. 

It is not the intent of this presentation to suggest that partial gastrectomy be 
used frequently in the treatment of lesions of the common duct and pancreas. 
However, partial gastrectomy may have limited value in certain selected cases in 
which the Roux-Y technique would otherwise be employed. The procedure effec- 
tively sidetracks the intestinal current, placing the duodenum at rest, thereby 
minimizing the chance of leakage and abscess formation at the suture line. Bile 
enters the gastrointestinal tract above the gastroenterostomy, therefore minimizing 
the theoretic dangers of postoperative ulcer formation, a phenomenon which seems 
highly probable in the Roux-Y procedure. 14 references. 4 figures.—Author’s 
abstract. 


GENITOURINARY SURGERY 


74. The Intussuscepled Ileal Cystoslomy. GILBERT 1. SMITH AND FRANK HINMAN, 
sn., San Francisco, California. J. Urol. 73:261-269, February 1955. 


In an attempt to provide continence for the patient with a flaccid bladder, 
experiments were made in dogs to connect the bladder to the skin with a loop of 
ileum which could then be intermittently catheterized. Whereas the antiperistaltic 
action of the isolated ileal segment gave some assurance of continence, a valve 
made by intussuscepting the ileum in midportion was most effective. These 
artificial valves in dogs hold urine at high vesical pressure, yet are readily catheter- 
ized. 12 references. 7 figures. 2 tables.—Author’s abstract. 


VASCULAR SURGERY 


75. Ligation of the Inferior Vena Cava. JoHN L. MADDEN, New York, N. Y. 
Ann. Surg. August 1954. 


In the treatment of venous thrombosis and thromboembolism, ligation of the 
inferior vena cava may be the primary treatment of choice. To expose the inferior 
vena cava the patient is placed in the supine position and the right side is elevated 
to approximately a 25 degree angle to the horizontal. A transverse incision is 
employed which extends from the lateral border of the rectus muscle at the level 
of the umbilicus, outward toward the mid-axillary line just beneath the costal 
margin. The underlying muscles of the anterolateral abdominal wall are separated 
in the direction of their fibers to expose the irregular line of junction of the retro- 
peritoneal fat and peritoneum. By digital dissection in the plane of the retro- 
peritoneal fat the peritoneum and the adjacent intraperitoneal viscera are dis- 
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placed toward the midline and suitably placed retractors of the Harrington type 
are inserted. The inferior vena cava is encased beneath Gerota’s fascia and sur- 
mounted by the ureter. The ureter is retracted and the inferior vena cava is 
exposed by blunt dissection of the overlying fatty fibroareolar tissue. In the 
isolation and mobilization of the inferior vena cava a standard type of kidney 
pedicle clamp has proved most useful. For ligation of the inferior vena cava two 
ligatures of silk (No. 2) are used. Ligation in continuity is preferred to ligation and 
division. Immediately following the operation elastic bandages are applied to 
both lower extremities extending from the base of the toes to the tibial tubercle 
and the foot of the bed is elevated 10 or 12 inches. This position is maintained 
for two to three days during which time the muscles of the lower extremities are 
actively exercised. Anticoagulant therapy is not prescribed. If edema of the 
extremities does not occur, the ACE bandages may be discontinued within 7 to 
10 days. Should edema occur, the bandages are worn six to eight weeks, and 
rarely six months or longer. 

In the seven year period from April, 1946, to April, 1953, ligation of the inferior 
vena cava was performed in 18 patients. In each, one or more pulmonary embolic 
episodes had occurred. There were no postoperative deaths and no recurrences of 
pulmonary emboli. The length of the follow-up ranged from a minimum of six 
months to a maximum of seven years. 

The advantages in ligation of the inferior vena cava are: (1) the site of ligation 
is at a sufficiently high level above the thrombus to lessen the hazard of recurrent 
thromboembolism; (2) it effects an abundant collateral circulation; and (3) it 
interrupts the venous circulation from both lower extremities at one operation. 
Author's abstract. 


76. The Primary Repair of Wounds and Major Arteries; An Analysis of Experience 
in Korea in 1953. can. w. HUGHES, Washington, D.C. Ann. Surg. 141:297 
303, March 1955. 


In order to secure data on the results of vascular surgery in Korea, an attempt 


was made to record and follow the progress of every patient with a major blood 
vessel repaired by Army surgeons in Korea in 1953. During the last six months 
of the Korean war, 211 major vascular injuries in 205 patients were repaired 
according to Army investigators. 

Approximately 85 per cent of the vascular wounds resulted from fragmenting 
missiles and 15 per cent from nonfragmenting missiles. The wounds were divided 
into lacerated, severed, contusion with thrombosis, and spasm. Most of the 
wounds (56 per cent) involved the lower extremity, with 38 per cent involving the 
upper extremity. Approximately 40 per cent of the patients arrived in shock and 
17 per cent had tourniquets applied for an average of four hours. The average 
time lag from injury to repair was 9.8 hours. 

Fifteen patients with 18 vascular wounds died of other causes, leaving 193 of the 
original 211 injuries for study. Twenty-six of the remaining 193 repairs resulted 
in amputation. 
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Initial and short term results were reported on all of these injuries, but since 
over one-fourth were Korean nationals, prisoners of war, and other United Nations 
personnel, 62 were lost to late follow-up studies. The results are reported as 
immediate and late. A comparison of percentages of thromboses in the two groups 
shows them to be almost identical. Thrombosis occurred with increasing frequency 
in vessels repaired by lateral repair, anastomosis, autografts, and homografts. In 
comparing the amputation rate of the 193 repairs reported here for 1953 with a 
similar group with limited follow-up studies reported by Ziperman for 1952, it was 
found that there was an improvement of 34 per cent in limb survival in the 1953 
group over the 1952 group. Tabulation of long term follow-up findings suggests 
that the over-all amputation rate for vascular injuries in Korea during 1953 was 
approximately 17 per cent, a marked improvement over the amputation rate of 


36 per cent reported for vessels repaired in World War II. 8 references. 6 tables.— 
Author's abstract. 


The Walking Venous Pressure Test in Relation to Occlusive Arterial Disease in 
the Lower Extremilies. JOHN H. SCHNEEWIND, CHAD N. MANSOUR, AND WILLIAM 
3. Grove, Chicago, Illinois. Surg. Gynec. & Obst. 100:697-702, June 1955. 


Walking venous pressure tests were done on a group of patients with occlusive 
arterial disease of the lower extremities. None of the patients had serious venous 
derangement. The exercise caused a fall in venous pressures due to the pumping 
action of the muscles. We learned to direct our attention to the type of venous 
pressure response obtained immediately after exercise. These tests were done 
before and after lumbar sympathectomy. 

Patients with moderate arterial insufficiency showed essentially normal venous 
pressure return immediately after exercise. Patients with the more severe degrees 
of arterial obstruction showed moderate to marked delay in venous pressure return 
immediately after exercise. 

The finding of impaired postexercise venous pressure response seemed to correlate 
best with the degree of arterial occlusion as shown by arteriography. 

In every case in which an absent or delayed postexercise venous pressure pattern 
was noted before sympathectomy, a much improved or normal postexercise venous 
pressure response was found after operation. 3 references. 


7 figures. 3 tables.— 
Author's abstract. 


ORTHOPEDIC SURGERY 


78. The Pathogenesis and Treatment of Delayed Union and Non-Union. MARSHALL 
R. URIST, ROBERT MAZET, Jn., Los Angeles, Calif., anp FRANKLIN C. MC LEAN. 
Chicago, lll. J. Bone & Joint Surg. 36A 931-968, October 1954. 


Eighty-five ununited fractures were compared with a control of matched cases 
of 100 normal healing fractures of the tibia. Observations were made on (1) meas- 
urements of the length of the bone defect or pseudarthrosis persisting at the time 
the patient was advised to have a bone-graft operation, (2) biopsy, amputation, 
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or autopsy specimens of the tissue in the area of pseudarthrosis, and (3) the post- 
operative healing time required to produce union. The gross structure of the 
tissue was examined by fresh dissections and roentgenograms of cross sections and 
sagittal sections of callus and bone ends. The tissues were prepared for micro- 
scopic examination by methods used routinely in the Department of Pathology. 
In addition to hematoxylin and eosin preparations, sections were cut from the 
same blocks for staining with toluidine blue and the techniques of McManus- 
Hotchkiss and Mallory- Heidenhain. 

The mechanism of nonunion of fractures of the tibia, common to all clinical 
circumstances of this condition, is fibrinoid degeneration of connective tissue in 
the interior of the callus. Fibrinoid forms when the bone injury has been extensive, 
has been complicated by infection, or has been difficult to immobilize. The process 
appears to be similar to that seen in chronic adventitious bursitis. If motion and 
friction are not controlled, fibrinoid degeneration continues indefinitely, and a 
permanent pseudarthrosis may develop. Immobilization acts as a deterrent to 
fibrinoid formation and permits refilling with new fibrocartilaginous callus. 

Fibrinoid is not a simple barrier to osteogenesis; it indicates a defective callus. 
Fibrinoid fails to draw osteogenesis from the periosteum and endosteum across 
the fracture gap. According to interpretations of the newer theory of osteogenesis, 
it lacks the ability of cartilage and fibrocartilage to promote new bone formation 
by induction. 

The effect of open operations on fresh fractures is to increase the volume of 
damaged bone which has to be absorbed and replaced before the fracture can 
unite and permit full weight-bearing on the leg. Comminuted fractures of the 
shaft of the human adult tibia should be considered nonoperable fractures during 
the first six months of healing, because the trauma added by surgery exceeds the 
normal capacity for bone regeneration in this area of the skeleton. 

Bone-grafting, without excision of the fibrocartilaginous callus, may be applied 
successfully in ununited fractures of the tibia before 18 months of healing. Ex- 
cision of the pseudarthrosis, osteotomy of the fibula, and telescoping of the fracture 
ends are advisable in ununited fractures after 18 months. All of the standard 
surgical procedures of onlay, inlay, or intramedullary bone grafts are capable of 
producing union with the aid of one additional year of immobilization of the frac- 
ture, but the success of the operation is determined by the proliferative reaction 
of the bone ends, not the bone graft. If the bone ends are in close contact, the 
function of the graft appears to be that of an inductor. 

Recurrence of sepsis is the chief cause of failure of all types of bone-graft opera- 
tions. Roentgenograms which show a diffuse increase in density of bone tissue 
3 or 4. cm. above and below the fracture line indicate latent sepsis. In such cases 
six months, or even two years, without drainage is not a safe period of waiting to 
permit a bone-graft operation. Only synostosis operations which avoid the fracture 
site are free of risks of further damage by infection to the bone ends. 

Radical leg-shortening procedures are an alternative to amputation and may be 
applicable in old ununited fractures with large soft-tissue defects after repeated 
failure of bone-grafting operations. 47 references. 56 figures.—Author’s abstract. 
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BOOK REVIEWS 


Stellate Ganglion Block. Danie. c. Moore. Springfield, Ill., Charles C Thomas. 
1954. 280 pp. 101 illus. Price: $10.50. 


This book would be worth while if only for its presentation of the anatomy of the 
cervical and upper thoracic portions of the sympathetic nervous system. Some 20 
full page plates, several in color, make this section attractive and clear while 
pointing out the variations most commonly seen in relationships of the stellate 
ganglion. 

Good descriptions are provided of the various approaches to the performance of 
an adequate stellate ganglion block, and complications of the procedure are dis- 
cussed. Perhaps the most important part of the book is the section dealing with 
the clinical indications and uses of stellate ganglion block as an aid in diagnosis 
and therapy. Much valuable information is gathered here and presented as a 
useful reference. Well chosen illustrations are generously interspersed in the text. 
The format is excellent and readability good.—Lucien E. Morris, M.D. 


Bone Tumors. LOUIS LICHTENSTEIN, M.D. St. Louis, The C. V. Mosby Company. 
1952. 315 pp. (ine. Index). 155 illus. 


In the field of bone pathology few have contributed as much as Drs. Henry 
Jaffe and Louis Lichtenstein, collaborators for many years at the Hospital for 
Joint Diseases in New York (Dr. Lichtenstein is presently Senior Pathologist at 
the Veterans Administration Center in Los Angeles). 

The monograph on Bone Tumors represents a summary of their published papers 
and a few topics not previously dealt with which were added for completeness. 
Included under separate chapter headings are general remarks on roentgenographic 
interpretation of skeletal lesions, classification of primary tumors of bone, osteo- 
cartilaginous exostosis, solitary enchondroma of bone, behign chondroblastoma of 
bone, chondromyxoid fibroma of bone, osteoid-osteoma, osteogenic fibroma of 
bone, non-osteogenic fibroma of bone, giant-cell tumor of bone, tumors of bone 
of vascular origin, tumors of nerve origin, chondrosarcoma of bone, osteogenic sar- 
coma of bone, fibrosarcoma of bone, Ewing's sarcoma of bone, multiple myeloma, 
skeletal manifestations of other tumors of hematopoietic origin, liposarcoma of 
bone, chordoma, so-called adamantinoma of limb bones, carcinoma metastatic to 
the skeleton, and some non-neoplastic lesions of bone which may be mistaken for 
tumors. 

The chapters open with a brief historic introduction, followed by a discussion 
of the clinical features, roentgenographic and gross features, the microscopic 
appearance, the treatment and prognosis, a summary, and a short list of references. 
The text is well printed and illustrations are excellent. The monograph can be 
recommended to residents in training, and to those pathologists, roentgenologists, 
and surgeons who are called upon to diagnose and treat neoplasms of the skeleton. 


Robert D. Ray, M.D. 
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iflas of Operative Technic: Anus, Rectum, and Colon. HARRY E. BACON AND STUART 
rT. Ross. St. Louis, C. V. Mosby. 1954. 301 pp. 403 illus. Price: $13.50. 


This atlas-size book includes the pictorial work of three well-known medical 
artists—Melford D. Diedrick, Leon Schlossberg, and William B. McNett. The 
entire subject of surgery of the anus, rectum, and colon is covered by authors who 
are experts in this subject. The book is highly recommended. The main emphasis 
is on the colon and rectosigmoid, and only a small portion refers to so-called ano- 
rectal surgery per se. The anatomic diagrams of the anal region might well be 
expanded and be given in more detail. However, the anatomic diagrams of the 
rectosigmoid region in particular are extensive and show modern operations of all 
types. This book will be of great help to residents, practitioners, and specialists 


in the field.—H. \. H. 


Shock and Circulatory Homeostasis. Edited by HAROLD pb. GreEN. New York, 
The Josiah Macy, Jr. Foundation. 1954. 230 pp. Price: $3.50. 


This is a publication of the transactions of the third conference on shock and 
circulatory homeostasis, one of the various multiprofessional conference groups 
sponsored by the Josiah Macy, Jr. Foundation. It is printed in a roundtable 
discussion form, preserving the informal nature of the meeting. 

The main topics discussed include: (1) Experiences with shock in the Korean 
Theater, (2) Reflex factors in the regulation of the circulation, and (3) Functional 
properties of blood vessels. 

In the first discussion, certain observations on the cardiovascular response to 
injury and therapy of 4,500 Korean battle casualties are presented. Using blood 
pressure as the primary criterion, five syndromes emerge from the observation. 
These are compensation, overcompensation, decompensation, hypertension associ- 
ated with renal failure, and secondary hypotension after anesthesia and operation. 
Renal failure and hypotension after anesthesia were the two complications which 
caused the greatest number of casualties. 

The cardiovascular reflexes discussed in the second topic include the carotid 
sinus—aortic arch pressure reflex, carotid and aortic body chemoreflex, the coronary 
chemoreflex, the left heart reflex, pulmonary depressor reflex, pulmonary depressor 
chemoreflex, the Bainbridge reflex, and extravagal reflex. Interesting investiga- 
tions are presented and discussed in an attempt to decide to what extent the sensory 
receptors which have been found can explain these known reflex mechanisms. 

The last topic concerns largely a presentation and discussion of an experimental 
technique and data obtained in dogs in a study of pressure-volume relationships in 
the aorta, the venous system of an intestinal loop, and the isolated hind leg. Also 


briefly discussed are the influences of oxygen and carbon dioxide tensions on pul- 
monary circulation and the elasticity of isolated aortic strips. 

Although at present only the first topic discussed has direct clinical application, 
this critical multiprofessional evaluation of all the topics discussed provides inter- 
esting and valuable information for the clinician as well as the physiologist and 
pharmacologist.—./. R. Barberio, M.D. 
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Battle Casuallies: Incidence, Mortality, and Logistic Considerations. GILBERT w. 
BEEBE, PH.D., AND MICHAEL E. DE BAKEY, M.D. Springfield, Ill, Charles C 
Thomas. 1952. 277 pp. 38illus. Price: $10.50. 


The authors of this monograph took painstaking ciforts to analyze statistics 
of World War II battle casualties. Records were often incomplete, but in the 
absence of complete records, it was necessary to utilize what information was 
available. Otherwise the experience of the past would be lost to the future. 

This monograph is divided into six chapters: (1) Introduction, (2) Incidence of 
Hits and Wounds, (3) Death from Wounding, (4) Effectiveness of Weapons, 
(5) Location of Hits and Wounds, and (6) Logistic Problems of Personnel, Hos- 
pitalization, and Evacuation in Forward Areas. The last chapter includes an 
excellent addition to the work in the form of a discussion of the surgical implica- 
tions of the evacuation of battle casualties by Dr. Edward D. Churchill. 

There are 100 statistical tables in this book, each of which reflects careful analysis 
by the authors of the material presented here. Dr. Beebe and Dr. DeBakey 
have made a valuable contribution not only to military surgery but also to the 
management of civilian catastrophes.—H. G. Moore, Jr. 


Abdominal Operations. Third edition. RODNEY MAINGOT, F.R.S.c. New York City, 
Appleton-Century-Crofts, Inc. 1955. 1568 pp. 1594 illus. Price: $24.50. 


The second edition of Maingot’s Abdominal Operations appeared in 1948. This 
was an outstanding book, popular with students, residents, and practicing surgeons. 
The third edition is the first revision in seven years and is not only an outstanding 
book, but an outstanding revision. 

The new volume contains more pages of smaller type, indicating an almost two- 
fold increase of material. There are 1594 illustrations in this edition compared to 
468 in the previous one. There are 11 colored plates and a thorough and complete 
subject and author index. The bibliography is included in the text. To illustrate 
the extensive amount of material included, this edition has 470 pages on the stomach 
(the previous one had 390). There are 99 pages on the pancreas as compared to 
61 in the previous edition. 

There is a definite and very successful attempt to include American as well as 
British authors and among the American authors are Doctors DeBakey, Drag- 
stedt, Cooley, Harrington, Pack, and Brunschwig. Practically all of the British 
authors are equally well known to American readers and include such individuals 
as Sir Zachary Cope, Sir Russel Brock, Cuthbert Dukes, William Gabriel, Norman 
Tanner, Cecil Wakeley, and others of like caliber. 

The book includes abdominal incisions, stomach and duodenum, spleen, pan- 
creas, gall bladder and bile ducts, liver, appendix, peritoneum, mesentery and 
omentum, hernia, intestines, and special subjects. The latter includes diaphrag- 
matic hernia, portal hypertension, pelvic exenteration, postoperative pulmonary 
complications, and fluid and electrolyte problems. The book does not include 
urology or gynecology. Thus it is a general surgical text. For those doing general 
surgery of the abdomen it could well serve as the authoritative text.—H. \V. H. 
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Allas of Orthopedic Traction Procedures. CARLO SCUDERI, B.S., M.D., M.S., PH.D. 
St. Louis, The C. V. Mosby Company. 1954. 230 pp. 124 illus. Price: $12.50. 


The purpose of this monograph, according to the author, is to present by means 
of photographs, line drawings, and simple descriptions, an atlas of orthopedic 
traction procedures. As the author points out in the preface, the teaching of 
traction can be a Herculean task, and until the advent of the present volume there 
has been no book or manual that presented in complete detail the methods for 
setting up orthopedic traction. The author goes on to state that the book should 
facilitate the teaching of students, interns, and residents, as well as nurses and 
physical therapists, and should be a time-saver for teachers on the fracture and 
straight orthopedic services. The reviewer agrees. The text is clear and concise; 
the line drawings and photographs are excellent. 

However, in any general method of treatment such as this, which is widely used 
for a variety of conditions, there are bound to be differences in the detailed methods 
of application. These the teacher will still find necessary to point out to the stu- 
dents. The reviewer, for instance, prefers to apply traction straps to the lateral 
and medial aspect of the arm with a hand grip at the level of the palmar flexor 
crease to allow the patient to exercise the hand while the arm is in traction. The 
Thomas splint (or Jones splint) when used for injuries of the upper extremity with 
counter traction applied to the axillary region is not without danger. In applica- 
tion of skin traction to the lower extremity, it is helpful to apply padding proximal 
to the malleoli to prevent the traction straps from rubbing against the malleoli. 
In applying compression bandages to the lower extremity, the foot should be 
included to prevent swelling. The use of the half-ring Army splint instead of the 
full-ring Thomas splint facilitates application and removal of the splint. Dr. 
Scuderi has not differentiated clearly between the use of the Thomas splint with 
a Pearson attachment for traction and for suspension, nor shown the difference be- 
tween intrinsic and extrinsic traction with the Thomas splint. In the latter case, 
the need for counter traction to maintain the ring in contact with the ischial tuber- 
osity could perhaps be more clearly illustrated. The reviewer also feels that there is 
an advantage to “splitting up” the forces, as,for example, in Russell's traction and 
Thomas splint traction, both for teaching purposes and to maintain better control 
over the resultant forces. It should also be pointed out that there is some danger 
in hanging weights directly over an extremity. 

These comments, however, relate to relatively minor details, and the book does 
fill in an admirable fashion a definite gap in orthopedic literature.—R. D. R. 


\cule Renal Failure. GROLLMAN, PH.D., M.D. Springfield, IL, Charles C 
Thomas. 1954. 92 pp. 6illus. Price: $4.00. 


This monograph on the subject of acute renal failure is by a distinguished in- 
ternist and pharmacologist who has had extensive experience in this field. The 
book is compact and easy to read, and has a good, thorough index. There is an 
up-to-date bibliography of 103 references at the end of the book and, in addition, 
adequate tabular and illustrative material. The outline of the book involves the 


OBSTETRICS AND GYNECOLOGY seplember 1955 


general aspects of etiology, pathology, physiology, and clinical course, with a 
thorough discussion of treatment, including artificial measures such as exchange 
transfusions, irrigation of the bowel, the artificial kidney, and especially intermit- 
tent peritoneal lavage—the method pioneered at the school in Dallas which Dr. 
Grollman represents. This book is recommended as an important source for 
information and consultation.—-H. H. 


Peripheral Vascular Diseases. EDGAR V. ALLEN, NELSON W. BARKER, 


EDGAR A. 
Hines, Jr. Philadelphia, W. B. Saunders Company. 1955. 825 pp. 316 illus. 


This second edition of a standard reference text in the field of peripheral vascular 
disease comes out in 1955, nine years after publication of its previous edition. 
t nlike many revisions, this one actually is more compact. It has 825 pages instead 
of 871 and 316 figures instead of 386 as in the older edition. (They both have 7 
colored illustrations.) The compactness is an actual advantage as it increases 
readability. The authorship of the various chapters remains representative of the 
best authorities in the individual subfields in the Mayo Clinic. The new edition 
has 13 contributors, the previous one had 11. 

In many respects, the book has been entirely rewritten, revised, and brought 
up-to-date. For example, the new section on varicose veins, by Dr. Thomas T. 
Myers, takes cognizance of the newer stripping method, whereas in the previous 
edition high ligation was stressed. Recognition is given to surgical treatment of 
thrombotic occlusion of the terminal portion of the aorta and, in fact, the entire 
surgical section is more than twice the size of the surgical section of the previous 
edition. The curtailment in space is at the expense of the medical discussions. 
It would seem to the reviewer that this is a more proper balance since during the 
past nine years a much larger proportion of peripheral vascular disease has become 
surgical. At the same time proper recognition is given to medical treatment. 
There is an extensive discussion of such agents as priscoline, whereas in the previous 
edition this method of medical therapy was not cited. 
drugs are not overemphasized in the new edition. 

This book is recommended to internists and surgeons alike who are interested in 
treatment of peripheral vascular disease. It should be a ready reference for all 
general practitioners and can be utilized as one of the most authoritative books in 
the field by those studying for Board examinations.—H. \. H. 


At the same time such 


BIBLIOGRAPHY 


(continued from page 159) 


142. Weever, W. 1: Pharyngocele and dilatation of pharynx, with existing diverticulum at lower portion of pharynx 


lying posterior to the oesophagus. cured by pharyngotomy, being the first case of the kind recorded, Dublin 
J. M. Se. £2:349-356, 1886, cited by DeBakey et al.” 


143. Wowrr, H. B., anp Maio, A.: Transpleural cardioplasty in achalasis, Thorax 4:243-250, 1949 

144. Wrie, R.. Frazer, FE. I Cervical esophagogastric anastomosis following subtotal resection of the 
esophagus for carcinoma, Ann. Surg. /.30:1-8, 1949 

145. Yup, S. S.: The surgical construction of 88 cases of artificial esophagus, Surg.. Gynec. & Obst. 74:562, 1944. 

146. Zaaicer, J. H.: Thoracale-aesophagostomie, Nederl. tijdechr. v. Geneesk. Amet. 2:1254-1256, 1912 

14). Zenker, F. A., anp Vow Ziemesen, H.: Krankheiten des Ocesophagus, in von Ziemssen, H., Handbuch der 
Specielien Pathologie und Therapie (suppl.) 7:50-87, 1877, Leipzig. F. C. Vogel; also Ziemasen's Cyclopoedia of 

the Practice of Medicine, New York, William Wood & Co., 1878, vol. 8. pp. 51-89, cited by DeBakey et al.” 


178 « seplember 1955 


QUARTERLY REVIEW OF SURGERY 


OBSTETRICS AND GYNECOLOGY 


obstetries abstracts 


NORMAL PREGNANCY INCLUDING DIAGNOSTIC TESTS 


The Underweight Patient as an Increased Obstelric Hazard. winstow 7. 
TOMPKINS, DOROTHY G. WIEHL, AND ROBERT MCN. MITCHELL, Philadelphia, 
Pennsylvania. Am. J. Obst. & Gynec. 69:114-123, January 1955. 


The various catastrophes of pregnancy are not separate clinical entities which 
can be expected to respond to some simple specific therapeutic agent. They are 
the result of complex, closely interrelated dysfunctions of the individual patient's 
metabolism and physiology. Therefore, evidence which relates the nutritional 
status of an individual to the course and outcome of pregnancy, and thus to later 
catastrophes, is important, indicating a preventative approach rather than emer- 
gency symptomatic procedures after the catastrophe occurs. 

Patients who are 20 per cent or more overweight or underweight have an in- 
creased probability of developing toxemia. Immediate pregravid weight status is 
also related to the occurrence of spontaneous premature labor. The incidence of 
prematurity is lower for overweight patients than for those of approximately 
normal weight, and increases sharply for underweight patients. 

\ significant change in pregnancy is the patient's weight. An analysis of our 
data for gain in weight of selected “normal” patients resulted in a total average 
cumulative gain in weight during pregnancy of 24 pounds: 21 pounds from 13 
weeks to 39 weeks. 

Too much attention has been given to weight as a number, rather than as a 
nutritional status. Although a “normal” pattern of gain in weight during the 
early weeks of pregnancy will not in itself guarantee protection to the patient and 
her infant, abnormal patterns do indicate probable later catastrophe if these early 
clinical warnings are disregarded. 

There is an increased risk of developing toxic symptoms for underweight patients 
whose weight gains deviate much above or below the “normal” gain during the 
second trimester. Those who established a pattern of excessive gain through the 
third trimester had a high probability of having toxic symptoms. Failure to attain 
the average gain during the second trimester was associated with a relatively high 
probability of developing toxemia or toxic symptoms. Failure to gain weight 
should be considered an early warning of the patient's inefficient response to the 
increased metabolic and physiologic requirements of pregnancy. 

The average weight of babies born to patients who were 20 per cent or more 
underweight at the beginning of pregnancy is about 11 ounces less than the average 
weight of babies of patients of standard weight. This difference in weight at birth 
is due to a statistically significant difference in the length of the babies, and is not 
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the result of greater amounts of soft tissue relative to skeletal size. The patients 
in each of these weight status groups did not differ in height. These differences in 
weight and skeletal length of babies of patients who differed widely in immediate 
pregravid weight status raise the question as to the relationship of the prenatal 
gain in weight to the size of the baby. 

The author's data show a total average gain to the last prenatal visit over the 
pregravid weight of 22.9 pounds by the underweight patients, and 21.8 pounds by 
the patients of standard weight. The average weight of the babies of these selected 
patients, however, differed in about the same amount as for the total group; that 
1s, the babies of underweight patients averaged 0.7 pounds less than those of the 
patients of standard weight. 

It is notable that the very underweight patients had a greater net body increment 
in weight after delivery. (Under the stimulus of an increased metabolic rate during 
pregnancy, the underweight patient apparently adds to her own active tissue mass 
at some sacrifice to the fetus. Consequently, there is no indication that a rela- 
tively high rate of gain by underweight mothers does increase the size of the baby. 
The increase in her own tissue mass may afford greater protection to meet the 
stress of pregnancy. | reference. 7 figures. 2 tables.— Author's abstract. 


76. The Application of Certain Principles of Physics to the Physiology of Delivery. 
FORREST H. HOWARD, Pocatello, Idaho. West. J. Surg. 62:607-609, December 
1954. 


Through the process of evolution, the human female and child have become 
constructed to take advantage of the first and third of Newton's laws and the prin- 
ciple of the cartesian diver. 

The squatting position of the human female bearing a child is considered to be 
the natural or physiologic position. This takes full advantage of gravity instead 
of a parallelogram of forces as occurs when the mother is in the supine position. 

The cartesian diver principle is pertinent in the expulsion of a fetus, as may be 
proved by examination during and after a contraction. The fetus will be much 
more ballotable when no contraction is present. 

As concerns the intracranial contents of the fetus, the stress is less damaging 
when the mother is in a squatting or erect position, as the leading part of the brain 
is the occipital lobes in the squatting position, whereas the frontal lobes lead in 
the supine one. The occipital region being the older part is more able to absorb 
the stress. 6 references.— Author's abstract. 


Early Removal of the Corpus Luteum of Pregnancy. SAMUEL 8. LAMBETH, 
Maryville, Tenn. Am. J. Obst. & Gynec. 69:191-193, January 1955. 


Early removal of the corpus luteum of pregnancy is still debated in regard to 
its effect on the continuation of the pregnancy. Some authors think that abortion 
follows the loss of the corpus luteum in the first trimester: others believe that the 
corpus luteum is not necessary at any stage. A review of the literature on the 
subject reveals that more cases of successful termination of pregnancy after corpus 
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luteum removal are being reported and makes the author believe that the corpus 
luteum is not necessary for continuing the gestation. The author reports a case of 
removal of the corpus luteum in a twisted ovarian cyst about 16 days after the 
last menstrual period with no adverse effects on the pregnancy. The use of substi- 
tution hormone therapy for these patients is discussed. Progesterone and estrogens 
are of doubtful value in preventing abortion after corpus luteum removal. 9 refer- 
ences. —Author’s abstract. 


1 debatable subject from all viewpoints. KR. R. de Alvarez. 


78. The Relief of Pain in Labour. GRANTLY DIck READ. West. J. Surg. 62:Decem- 
ber 1954. 


The influence of maternal environment, mental and physical, plays a part in 
childbirth. Pain in labor is not relevant to physical obstetric abnormality (refer- 
ence is made to the percentage of normal labors). Rather, pain is protective and 
not an accompaniment of any physiologic function. The diagnosis of pain is 
discussed and the use of empirical narcosis mentioned. The biologic and physio- 
logic association of pain and fear is reviewed. Reference is made to the association 
of interpretation of and response to stimulus. The permanence of trauma of the 
mind arising from severe sensory reactions to physical and emotional stimulus is 
observed. 

The physiology of uterine pain is outlined in synoptic form, including notes upon 
the sensory nerves and sense organs of the uterus. The cause of pain in physically 
adequate subjects is found in the disturbance of polarity by conflicting muscular 
actions. The fear-tension-pain syndrome is explained and the results of the estab- 
lishment of a vicious circle of its components. The urgency of pain relief, if this 
syndrome is uncontrolled, is emphasized. The inadequacy of inhalation anesthesia 
to prevent shock and brain cell exhaustion is explained. 

Fear, the great enemy of parturient women, is largely responsible for the develop- 
ment of pain. The relief of pain in normal labor is obtained through the mind of 
women with least risk to mother and child. The first principle of the relief of pain 
is the progressive education of the young. 

Pregnant women must be instructed in pregnancy and labor not only to help 
themselves, but to avoid causing pain and distress through ignorance. Those who 
educate must be educated. The danger of ignorant or unsuitable instructors is 
mentioned and the necessity for labor ward experience explained. The behavior 
of the labor ward staff and those in attendance upon women during labor is de- 
scribed and the serious responsibility of sisters and nurses towards mothers and 
babies is clearly outlined with reference to the sensitive minds and bodies of women 
during the first and second stages of labor in particular. 

The obstetrician’s role in pain relief is examined critically. Attention is drawn 
to the fear-tension-pain syndrome as a basis for obstetric understanding. Psycho- 
somatic manifestations and their significance are evaluated: childbirth is the 
greatest achievement of a woman's life. The social responsibility of those con- 
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cerned with childbirth to relieve women of this fear and pain during pregnancy 
and labor is discussed. The arguments in favor of the establishment of the natural 
childbirth method are set out and evidences of its results when properly imple- 
mented. 


Isn't it true that fear occurs in prospect more so than in retrospect? Natural child- 
birth is not a new fad in obstetrics bul represents insuring the prospective parturient’s 
knowledge of whal is going lo happen. This takes lime bul it is the only way the patient 
may gain confidence in her physician, hospital, and new experience. BR. K. de Alvarez. 


79. A Simple Psychological Approach in Preparing for Childbirth. sown PURVES 
MC LAURIN, JR., E. L. KING, ISADORE DYER, AND JOHN ALFRED KING, New 
Orleans, Louisiana. J. Louisiana State Med. Soc. 106-470-473, 1954. 


For a period of four years a method of patient education for expectant mothers 
has been used in private obstetric practice. This has consisted of a series of three 
informal evening talks or classes attended by patients and their husbands. 

The first two classes are conducted by one of the authors, and the third is con- 
ducted by one of the supervising nurses from the newborn nursery. The teaching 
material for each class is listed in the tables. Each class is followed by a question 
and answer or general discussion period. 

It is the authors’ opinion that these patients are better behaved and that there 
is much better rapport with them and their families. Most patients require minimal 
sedation. Prolonged labors are a rarity. The authors are satisfied that this has 
proved to be a rational psychologic approach in preparing women for childbirth. 

To supplement the teaching, Kodachrome slides made from the Dickinson models 
(Cleveland Health Museum), are excellent. In addition, representative x-ray 
plates, a manikin infant doll, nursery equipment as well as a film on formula 
preparation (Carnation Milk Company) are employed. Class programming con- 
sists of: 

Class 1. The changes occurring with pregnancy: diagnosis of pregnancy; hygiene 
of pregnancy; lab work; slides. 

Class Il. Labor and delivery: labor; what happens in the hospital; delivery; 
appearance; slides. 

Class LIl. The baby: hospital care of infant; infant feeding: care of newborn at 
home; movie on preparation of formula. 6 references. 3 tables. — Author's abstract. 


In other words R. R. de Alvarez. 


qood prenatal care. 
80. Clinical Applications of Obstetric Radiology. kB. L. HASS, HK. B. LATOURETTE, 


AND W. M. warrenouse, Ann Arbor, Mich. Surg., Gynec. & Obst. 99:462- 
168, October 1954. 


It is our belief that the value of obstetrical x-rays is not generally appreciated 
nor are these methods fully utilized. As exemplified by the weekly joint obstetric 
radiology conferences at the University of Michigan Hospital, continuous co- 
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operation is essential to obtain the maximum information from tilm interpretation 
and the integration of the radiographic findings with the clinical problems and 
their management. 

Obstetrical radiographic examination can be carried out with standard radio- 
graphic equipment and within limits of safety for the mother and fetus. A frontal 
abdominal film, a lateral abdominal film made with a wedge filter, and a lateral 
film of the pelvis constitute a convenient “‘obstetrical routine” which provides 
adequate information for the great majority of obstetric problems. 

The indications for roentgen examination during pregnancy are reviewed and 
the integration of roentgen and clinical findings indicated in problems of estima- 
tion of fetal age, placental localization, evaluation of fetopelvic size relations, 
evaluation of the atypical pregnant abdomen, study of abnormal labor, evaluation 
of fetal position, determination of fetal death or abnormality, and confirmation of 
pregnancy. The value of roentgen examination in cases with bleeding is emphasized, 
with the high accuracy of localization of the placenta. A qualitative evaluation 
of the relative size of the fetal head and the maternal pelvis is more important 
than precise pelvimetry with an appreciation of the factors in labor contributed 
by the clinical findings. 

Through cooperation of the radiologist and obstetrician, and with increasing 
familiarity with the application of radiology to obstetrics, these studies will be 
more widely used with great benefit. 3 figures. table. Author's abstract. 


This evidently demonstrates the advantages of close cooperation between obstetrician 
and radiologist. This is one of the best means of insuring good residency training in 
each of the two specialties and lends to emphasize that the obstetrician is nol asking the 
radiologist to give obstetric advice, and vice versa. KR. KR. de Alvarez. 


PATHOLOGIC PREGNANCY 


81. Acromegaly and Pregnancy. wits s. FINKLER, Newark, \. J. J. Clin. Endo- 
crinol, 14:1245-1246, October 1954. 


The thirty-fourth report of a case of acromegaly and pregnancy was recently 
published by Abelove, Rupp, and Paschkis.* Since this condition is so rare, 
another case, observed and treated for the past 11 years is hereby added, 

S. A., a white female, aged 32, married six and a half years, presented herself in 
November 1943 with complaints of bitemporal headaches, fatigability, gradually 
increasing hirsutism of the trunk and extremities, enlarging hands and feet, men- 
strual delays lasting from two to three months, and sterility since marriage. 

Physical examination. The features were acromegalic: there was also moderate 
hypertrichosis of the chest and extremities. The oecular fundi were normal, but 
the visual field examination revealed bilateral scotomata. \-ray films of the skull 
and extremities showed ballooning of the sella turcica, moderate decalcification of 
the dorsum sellae, and tufting of the terminal phalages. 


* Abelove, W. A.; Rupp, J. J., and Paschkis, K. E.: Acromegaly and pregnaney. J. Clin. 
Endocrinol. 14:32 (Jan.) 1954. 
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\ diagnosis of eosinophilic pituitary adenoma was made and radiation therapy 
was started on December 20, 1943. A total of 2,250 r. (air dose) was administered 
in divided doses. Since headaches and amenorrhea did not improve, a second 
series of radiation treatment was administered from February 19 to April 10, 
1944, making a total of 4,544 r. (air dose). The headaches improved, but the 
menstrual periods still occurred at two-month intervals. 

The patient conceived in December 1946, three years following radiation therapy. 
On September 4, 1947, the patient was delivered at full term of a normal male 
child. The patient is now 43 years old and has normal menstrual periods. The 
unusual features in this case are: (1) conception and full-term delivery of a normal 
child in a woman with an inherent tendency to cystic degeneration of the ovaries, 
(2) the sudden development and rapid growth of ovarian cysts, and (3) the possible 
relationship of the acromegaly to the cystic degeneration of the ovaries. —Author’s 
abstract. 


82. Hypolensive Action of Chlorpromazine. EDWARD L. REA, JAMES SHEA, AND 
JOSEPH F. FAZEKAS, Washington, D.C. J. A. M. A. 156:1249-1250, Novem- 
ber 27, 1954. 


\ slight reduction in blood pressure commonly results following the administra- 
tion of chlorpromazine and occasionally orthostatic hypotension may ensue. In a 
series of over 300 patients given chlorpromazine, marked reductions in pressure 
were noted in 7 subjects. In these instances the drug was given either orally, 
intramuscularly, or intravenously in concentrations varying from 25 to 300 mg. 
All subjects recovered from the hypotensive episode. When detected early, it was 
readily reversed; if allowed to persist, intensive therapy was required. One subject 
subsequently succumbed to renal shutdown attributed to prolonged hypotension. 

In view of the unpredictable reductions of pressure noted, it is recommended 
that blood pressure levels be determined at frequent intervals when the drug is 
first administered. 


2 references.— Author's abstract. 


83. The Use of the Magnesium Ion in the Management of Eclamplogenic Toremias. 
JACK A. ParrcH rp, Cleveland, Ohio. Surg., Gynec. & Obst. 100:131-140, 
February 1955. 


Magnesium sulfate was used in the treatment of 211 patients with eclamptogenic 
toxemia of pregnancy. The dosage regime in eclampsia consisted of magnesium 
sulfate (USP MgSO, - 7H,O) 4 Gm. in a 20 per cent solution given intravenously 
in three to four minutes followed by 10 Gm. in a 50 per cent solution given deeply 
in the gluteal muscles. Then every four hours 5 Gm. of magnesium sulfate in a 
50 per cent solution were given intramuscularly as long as the patellar reflex was 
present and the urinary output was 100 ml. or more for a four hour period. In 
cases of preeclampsia the intravenous dose was omitted. Such therapy was con- 
tinued usually until 24 hours after delivery. 
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There was one fatal case of eclampsia presumably from cerebral hemorrhage. 
The uncorrected fetal fatality rate was 10 per cent. 

Studies of some of the pharmacologic properties of magnesium were carried out. 
Magnesium sulfate administered orally in doses of 15 to 30 Gm. was virtually 
unabsorbed from the intestine. Less than 5 per cent of the ingested dose was 
recovered in the urine. 

A distinct difference was noted in the plasma magnesium concentration after 
parenteral therapy depending upon whether the drug was given intravenously or 
intramuscularly. Following intravenous injection there was an initial peak plasma 
level associated with intense heat and nausea and vomiting. This was followed by 
a rapid fall in the plasma level. With the intramuscular injection of magnesium 
sulfate there was a slow rise in the plasma level to reach a plateau in about one to 
one and one-half hours, followed by a gradual decline. If therapy with the drug 
was continued according to the regime above, and renal function was not virtually 
abolished, the plasma elevation remained nearly constant. 

The magnesium ion following parenteral administration appeared not to be 
confined to the extracellular fluid compartment. The apparent space of distribu- 
tion was equivalent to about 40 per cent of the body weight. 

The magnesium ion readily crossed the placenta and entered the fetal circula- 
tion. The magnesium concentration of amniotic fluid was usually lower than that 
of maternal or fetal plasma. 

Parenterally administered magnesium was excreted only by the kidneys. Mag- 
nesium sulfate did not significantly alter renal plasma flow or glomerular filtration. 


Its injection resulted in a transient rise in sodium excretion. Parenterally-adminis- 


tered magnesium sulfate is a poor hypotensive agent. Only occasional transient 
reductions in blood pressure followed its administration. The possible effects of 
relatively large doses of parenterally-administered magnesium sulfate on uterine 
contractibility were studied; no appreciable effects on frequency, intensity, or 
duration of uterine contractions were demonstrated when measured with the 
tokodynamometer. 

Magnesium sulfate in the doses used proved to be an effective anticonvulsant in 
eclamptogenic toxemia of pregnancy without producing evidence of significant 
maternal or fetal central nervous system depression. However, its weak hypo- 
tensive action makes it essential that combined therapy with a hypotensive agent 
such as apresoline be used in cases of severe hypertension to minimize the possi- 
bility of intracranial hemorrhage. 15 references. 7 figures.—Author’s abstract. 


It is curious how much magnesium sulfale has been used in the treatment of the 
eclamplogenic toremias without the proportionale amount of basic pharmacologic 
investigation having been carried oul. Thus, Goodman and Gilman, for erample, have 
basically repeated their seclion on magnesium sulfate from 1940 without significant 
alterations or additions. In the meantime, the British literature (MeCanze) was 
recording additional sludies, and the paper abstracted here contains the first basic 
pharmacologic investigation of magnesium sulfate in the American literature for over 
a decade. 
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While the abstract is refreshingly complete, the original arlicle merits reading and 
sludy. Despite ils definitive nature, however, it still leaves us with the question as lo 
why magnesium sulfale constitules such an excellent anticonvulsant for the eclamplic 
patient.— Allan C. Barnes. 


84. The Body Compartments of Normal Pregnant, Edematous Pregnant, and Pre- 
Eclamplic Women. Josep SEITCHIK AND CARL ALPER, Philadelphia, Penn- 
sylvania. Am. J. Obst. & Gynec. 68:1540-1545, December 1954. 


The human body is composed of two phases—the aqueous phase (lean body 
mass) and the anhydrous phase (the fat mass). Changes in water metabolism 
occur within the lean body mass. The composition of the lean body was calculated 
in nonpregnant, preguant, edematous pregnant and preeclamptic women from the 
volumes of distribution of antipyrene (total body water) and mannitol (extra- 
cellular water) by means of the formulae of McCance and Widdowson. The lean 
body mass was found to be of fairly constant composition in respect to the pro- 
portion of cell mass to extracellular mass in normal pregnant women and non- 
pregnant women. Edematous pregnant women, with or without preeclampsia, 
contained a greater proportion of their lean body mass as extracellular water. It 
is concluded that normal pregnancy is not characterized by a disproportionate 
increase in extracellular fluid and that the edema of pregnancy is associated with 
excessive water retention in the extracellular space. Abnormal water retention in 
the acute toxemia of pregnancy is not an exaggeration of a physiologic process, 
but represents the acquisition of a new pathophysiologic phenomenon. 16 refer- 
ences. 1 figure. 1 table.—Author’s abstract. 


The last sentence in the abstract—and the fundamental conclusion of the original 
arlicle—is in all probability a true one. However, simply comparing the antipyrene 
space and the mannitol space of the body does not yield the information which con- 
clusively proves this statement to be true. Actually, more delailed studies of the fluid 
shifls in our patients, as well as determinations of the tubular handling of fluid and 
the electrolytes, will be necessary before this particular aspect of the triad loremia 


the edema—will be completely delinealed as to eliology and mechanism.—Allan C. 
Barnes. 


85. Pregnancy and Acule Nephrilis. ©. M. O' DWYER AND DIANA MONTGOMERY, 


London, England. J. Obst. & Gynec. Brit. Emp. 67:454—457, August 1954. 


After a review of the literature in which the authors could find only 23 cases of 
acute (type 1) nephritis complicating pregnancy, they described 3 further cases, 
giving a detailed account of the investigation and treatment employed. 

Hemolytic streptococci were isolated from throat swabs in each case and in 
two of these, members of the same household, the streptococci were found to 
belong to type 12—an observation in keeping with recent investigations in the 
United States wherein acute nephritis was shown frequently to follow infection 
with type 12 streptococci. 
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Treatment was instituted within one week of the onset of symptoms in each 
case, a point of importance when considering prognosis. Conservative measures 
were adopted, consisting in the main of absolute bed rest with restricted fluid and 
salt intake and penicillin 1.5 million units daily, but in one case Bull's intragastric 
drip was employed because of extreme oliguria. Labor was induced at the thirty- 
sixth week in one patient because of superadded toxemia and in another for post- 
maturity. All three infants survived and at follow-up examinations none of the 
patients showed evidence of residual renal damage, in contrast with the 23 cases 
previously reported, 6 of whom died in the acute stage of the disease and 2 became 
chronic; while of the 23 infants only 13 were reported as having survived birth, 
with 2 spontaneous and 3 therapeutic abortions. 

The fact that the authors’ cases were seen within one year would seem to indicate 
that the condition is more common than is generally recognized, all but the severe 
cases escaping notice, and while the series is small the results suggest that with 
conservative treatment the course of acute nephritis is not adversely affected by 
pregnancy. 14 references.—Author’s abstract. 


In general, the management of acute nephritis occurring in the presence of a well- 
advanced pregnancy is the same as the treatment of acule nephritis in the absence of a 
pregnancy. By and large, interruplion of the pregnancy is practiced chiefly for ob- 
sletric indications. The number of cases which the authors could find is probably nol 
so much attributable to the lack of recognition of the entily as lo the fact that il is nol 
usually reported in the literature, a slalement which is true of most of the medical 
entities which coincide with gestation. Allan C. Barnes. 


86. Acule Renal Failure as an Obstetric Complication. KEITH P. RUSSELL, JAMES 
F. MAHARRY, AND JOHN W. STEHLY, Los Angeles, Calif. J. A.M. A. 157:15-20, 
January 1, 1955. 


Acute renal failure, either as a primary disorder or as a secondary complication, 
presents important obstetric relationships noted in all large series reported. Mul- 
tiple and varied factors enter into the causation. One or both of two major etio- 
logic mechanisms activate the renal disturbance: (1) nephrotoxic and (2) circulatory. 
Neurogenic, hemolytic, myotoxic, and hypotensive factors contribute to the patho- 
genesis. The clinical picture follows upon damage exerted by these mechanisms 
to the nephron unit, especially the tubular component. 

The present series comprises 34 patients observed on the obstetric wards of the 
Los Angeles County Hospital in a five year period. Eight patients died, a mor- 
tality rate of 23.5 per cent. Aye range in the series was 18 to 41 years. Parity 
had no influence. Twenty-seven patients were in the first trimester, 3 in the second, 
and 4 in the third. 


The highest incidence occurred with septic induced abortion, due primarily to 
abortifacient effects and sepsis, with nephrotoxic and hemolytic effects. Hemolysis 
was often due to Clostridium welchii or hemolytic streptococcus infection. Six 
cases in the series followed abruptio placentae. Main contributing factors here 
were circulatory, with shock and vasospasm leading to renal ischemia. 
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The duration of anuria in the 26 patients who recovered averaged 8.3 days, with 
a maximum of 15. No patient who entered the diuretic or clearing phase suc- 
cumbed. NPN levels are only gross indicators of the degree of renal damage and 
the clinical prognosis; they are better indices of cellular catabolism and tissue 
breakdown. High potassium levels due to similar factors may be lethal. Anemia 
is an important and common complication of acute renal failure, occurring in 
88 per cent of the present group. 

Treatment was directed toward the prevention of the two most common causes 
of death in this condition: pulmonary edema with cardiac failure, and potassium 
intoxication. Conservative therapy —fluid restriction and careful electrolyte man- 
agement—was emphasized. Chief chemical determinations concerned potassium, 
NPN and CO, combining power. Anemia was tolerated by the patients quite 
well, and overzealous use of transfusions was avoided. Dialyzing procedures were 
utilized in 7 cases: peritoneal lavage in 4, artificial kidney in 2, and a combination 
in lL. Five of these patients recovered and 2 died. 

Acute adrenal failure occasionally is a cause of death in these patients, due to the 
effect of the precipitating insult on the adrenal cortex. Continued hypotension 
may be of diagnostic value in such cases, as acute renal failure alone usually exhibits 
some degree of hypertension. 11 references. 6 figures. 2 tables.—-Author’s 
abstract. 


This survey represents a good summarization of this particular complication as 
encountered by the obstetrician. In considering the electrolyte imbalance of the anuric 
patient it is well to recall the authors’ admonition of the well-known observation that 
the NPN level is, at best, a very gross indicator of the degree of renal damage. It is 
also imperative thal we remember that the postpartum palient will accumulate a hyper- 
polassemia much fasler than will the patient who is anuric at other times. The prin- 
cipal purpose of the dialyzing procedures is, of course, lo lower the potassium level. 
Therapeutically, as well as diagnostically, the level of the nitrogenous elements is nol 
as important a factor.-Allan C. Barnes. 


NORMAL LABOR INCLUDING ANESTHESIA AND ANALGESIA 


87. The Effect of Needle Size on the Incidence of Posidelivery Spinal Headache. 
HEATH D. BUMGARDNER AND FRANK D. BURNS, Philadelphia, Pa. Am. J. 
Obst. & Gynec. 69:135-139, January 1955. 


The number of headaches due to spinal anesthesia have led many physicians to 
abandon its use, despite the fact that it frequently offers definite advantages over 
other methods for pain relief. The incidences in the literature is recorded as 
ranging from 0.4 to 26 per cent. Since no drug nor combination of drugs have 
been found to relieve this, it would seem that a more practical approach would be 
to direct efforts toward preventing its occurrence. 

The most widely held viewpoint of the pathogenesis of this complication centers 
around a cerebrospinal leakage through the puncture opening in the dura. This 
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occasionally is followed by a reduction in the volume of pressure within the canal, 
and this in turn leads to compensatory dilation of the intracranial vessels. When 
the patient assumes an upright position, traction on the anchoring structures of the 
brain seems to be the stimulus directly causative of the headaches. 

The characteristics of the headache are discussed and show that they usually 
begin between the first and third postanesthetic days and are initiated by assuming 
an upright position and promptly relieved by lying down. 

A total of 918 women were used for this study. In 690 instances the anesthetic 
agent was administered through a small 26 gauge needle, and in 228 instances 
through a 20 and 22 gauge needle. The technique for administration of both 
varies little. The 26 gauge needle is threaded through a 3 inch No. 20 gauge needle 
which is introduced up to the ligamentum flavum. 

The results showed that in the 20 and 22 gauge needles the incidence of typical 
postspinal headaches occurred in 17.1 per cent. Of those, 20 or 51 per cent were 
severe. Of the patients in which the 26 gauge needle was used, typical postspinal 
headaches occurred in 3.4 per cent of which only 7 or 29 per cent were severe. 

There is a certain amount of additional skill necessary for the use of the small 
26 gauge needle; however, this technique offers a worth-while refinement in ob- 
stetrical spinal anesthesia and should be utilized more frequently. 23 references. 
table. Author's abstract. 


It is my own impression that size of needle, agent, or curative remedies have very 
little if any influence on the course of postdelivery spinal headaches. Since headaches 
are so common, and the patient is rendered so miserable from them, everything should 
be tried thal might possibly improve the situalion.-E. Stewart Taylor. 


88. Pudendal Block Anesthesia for Routine se. ELwoop L. wooisry, Philadel- 
phia, Pa. Am. J. Obst. & Gynec. 69:128-134, January 1955. 


The author reports on 700 vaginal deliveries over a period of 18 months at a 
naval hospital, employing 30 cc. of | per cent procaine with 150 turbidity-reducing 
units of hyaluronidase and 0.25 to 0.5 cc. of 1:1000 epinephrine. These blocks 
were administered by 28 medical officers, only four of whom had had specialty 
training in obstetrics. There were no maternal deaths and no significant sequelae. 
The technique consisted of the injection of 5 cc. of the anesthetic solution at the 
tuberosities of the ischia, 5 cc. at the spines of the ischia, and 5 cc. infiltrated 
bilaterally in the labia minora. Demerol scopolomine analgesia was administered 
during labor. 

Of the 700 cases 66 per cent were primigravidas and 34 per cent were multi- 
gravidas. Ninety-seven per cent were vertex and 3 per cent breech. Eleven 
forceps rotations of posterior position and 4 applications of Piper forceps to the 


aftercoming head were done satisfactorily. Episiotomies and repairs were done in 


82 per cent of the patients. Eighteen cases of postpartum hemorrhage occurred 
and there were two hematomas of the episiotomy. There were 5 cases of episiotomy 
breakdown none of which required resuture. There were no cases of infection of 
the perineal area. Eighteen babies required resuscitation. 
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As appraised by the operators, pudendal block was considered as ideal in 36 
per cent, satisfactory in 51 per cent, and failure in 13 per cent of the cases. Ninety- 
five per cent of the parturients considered this method as satisfactory, 5 per cent 
as not satisfactory, and 82 per cent stated that they preferred pudendal for future 
deliveries. 

The use of hyaluronidase and adrenalin has overcome the main objections to 
pudendal block with procaine in that the spreading factor of the hyaluronidase 
produces a rapid anesthesia when the mixture is injected in the proximity of the 
nerve trunk and the adrenalin adds a lasting factor. 


The author points out that this technique provides a near ideal obstetric anes- 
thetic for routine use providing anesthesia, the distribution of which is identical 
to that of a true saddle block, but without the risk and complications of spinal 
anesthesia. This method is of particular value where the operator is not a specialist 
in obstetrics or anesthesia, and it is undoubtedly the safest of all anesthetics for 
obstetrics. 13 references. 6 tables.—Author’s abstract. 


Local anesthesia is enjoying increased popularity among private physicians. Uni- 
versity hospitals have been using the method for several years. All of us recognize thal 
it is ideal from the safely point of view, while lacking certain desirable characteristics 
for relief of pain for all patients. Much depends on the amount of predelivery sedation. 
Some patients are rendered uncooperative because of scopolamine. Zylocaine may be 
used instead of procaine and has a more lasting effect than procaine. In this way 


hyaluronidase and the undesirable effects of epinephrine can be eliminated. E. Stewart 
Taylor, M.D. 


89. Management of Labor in Reference lo Prevention of Perinatal Mortality. 


GEORGE FE. JUDD, Los Angeles, Calif. J. A. M. A. 156:1474-1480, December 
18, 1954. 


Prevention of perinatal mortality is the number one challenge of the obstetrician. 
This is indicated by the fact that improvement in fetal salvage has not kept pace 
with the improvement in maternal welfare in the past 20 years. 

Eighty per cent of the fetal loss can be attributed to birth trauma, abnormal 
pulmonary ventilation, and infection. Efforts toward reducing these conditions 
should, in the end, make our infant survival picture a better one. 

Good prenatal care, with the establishing of a healthy mother as labor begins, is 
essential. The examination of the patient by her medical attendant early in labor 
is important for intelligent planning of the management of the labor. No one 
can as expertly analyze the possible problems that may arise. The use of fluids 
parenterally, oxygen by an efficient method, carbohydrates for the prevention of 
acidosis, and blood where necessary are of great importance to the newborn. The 
use of antibiotics, especially with ruptured membranes, or with patients in long 
labor, offers protection to the baby that may be truly life saving. Thirteen per cent 
of infants dying from infection succumb from pneumonia. Many of these become 
infected during their intrauterine existence. 
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It is well to recognize those in whom the fetal risk is greater—the very young 
and the very old lose three to four times the number of babies than does the average. 
The elderly primipara and the grand multigravidity both seem to carry greater 
risks for their babies. This is also true of the patient with previous history of 
prematures or abortions. 

Low forceps delivery for cephalic presentation carries the least risk to the infant. 
Spontaneous delivery increases the risk to the infant if too long delay on the 
perineum is encountered. Mid forceps have four times the risk for the infant than 
do low forceps and version and extraction carries almost 15 times the risk than 
does low forceps delivery. There is no substitute, however, for good obstetric 
judgment. 

Breech presentation carries a high fetal loss; however, the premature presents 
as a breech more frequently than the accepted 3 per cent. Greater fetal salvage is 
possible as | to 2 per cent fetal mortality in breech is commonly reported. Delivery 
of the premature infant requires better management of the labor, more supportive 
measures, antibiotics if membranes are ruptured for any length of time, a minimum 
of analgesia or none at all, and avoidance of delay of the presenting part on the 
perineum and conduction type of anesthesia. Resuscitation of the newborn infant 
should be swift and gentle. The baby should be kept warm and the head down- 
wards until the pharynx and nares are freed from fluids and extraneous material. 
Use of tracheal catheter is vital in many cases. 

The reduction of perinatal mortality must be gained by procedures based on 
sound obstetric judgment and experience without placing the welfare of the 
mother in any greater jeopardy. 18 references. | figure. Author's abstract. 


The author rightly emphasizes atraumatic obstetrics which means the avoidance of 
difficull operative procedures and avoidance of fetal anoria. When one exercises the 
best obstetrical judgment and skill al hand there remain problems that are beyond the 
scope of the obstetrician but do exercise profound effects on the felal prognosis. A well 
fed, healthy woman of 20 to 25 from the upper economic group is an ideal obstetrical 
patient. She usually has the best obstetrician and, parenthetlically, she needs him bul 
little. Al the opposite extreme there is the 40 year old mulligravida with hypertension 
and varicese veins who has been overworked and underfed since childhood. The best 
in obstetrics and in medicine can do little to improve fetal survival for such a mother. 
Interestingly enough, this is the patient who is cared for by the lowest inlern and not 
the well trained specialist.—E. Stewart Taylor, M.D. 


PATHOLOGY OF NEWBORN 


90. The Treatment of Hydramnios Complicated by Anencephaly; A Comparison of 
Vethods. ©. SCOTT RUSSELL AND T. M. ABBAS, Sheffield, England. J. Obst. & 
Gynec. Brit. Emp. 61:610-613, October 19514. 


In the review of 201 cases of hydramnios with anencephaly, the authors compare 
results of cases treated on the one hand by the induction of a premature labor, and 
on the other, conservatively. They showed that results in the cases treated by 
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surgical induction were more favorable than in those where labor was allowed to 
start spontaneously. Apart from the clear advantage of shortening a useless 
gestation it was shown that labor in the induced cases was shorter and altogether 
less complicated. As a working rule, with the possible exception of a few cases 
diagnosed before the thirty-second week of pregnancy, they recommend that 
artificial rupture of membranes should be performed whenever a diagnosis of 
hydramnios and anencephaly is made. 11 tables.—Author’s abstract. 


91. Intrauterine and Neonatal Pneumonia. pv. W. PENNER AND A. C. MC INNIS, 
Winnipeg, Manitoba, Canada. Am. J. Obst. & Gynec. 69:147-168, January 


1955. 


This condition accounts for about 10 per cent of perinatal mortality and is not 
being given the attention it deserves. Experiments have demonstrated that fetal 
respiration begins before birth. With rupture of the membranes and contamination 
of the amniotic fluid infected material may be aspirated by the fetus. 

In a series reported by Gosselin the amniotic fluid was infected in L100 per cent of 
cases where active labor was present for 24 hours. In these cases the mother is 
commonly afebrile; premature rupture of the membranes and prolonged labor are 
often present. The placenta and membranes may show an inflammatory reaction. 

The gross pathology of pneumonia is ill-defined and the diagnosis can be made 
only by microscopic studies. The inflammation is usually diffuse and bilateral 
and varying proportions of polymorphonuclear leukocytes and mononuclear cells 
are present in the alveoli. The alveoli may contain squamous cells, vernix caseosa, 
lanugo hairs, and meconium. A hyaline membrane is often seen. Several bac- 
teriologic studies report the following organism in order of frequency: staphylococci, 
streptococci, gram-positive bacilli, gram-negative bacilli, and gram-positive 
diplococci. 


The series being reported consists of 71 cases of fetal pneumonia. This is an 
incidence of 11.7 per cent of all babies autopsied. Seventeen mothers exhibited 
fever before or during delivery. There appeared to be more than the average 
number of complications of pregnancy. The duration of labor was more than 
24 hours in 16 cases. The interval from rupture of membrane to delivery was more 
than 12 hours in 35 per cent of the cases. Eighteen babies showed “asphyxia 
livida or pallida” at birth. Mouth-to-mouth respiration was performed in 9 
cases. Fifty-five per cent of the babies were less than of 36 weeks’ gestation. 
The autopsies showed the lung weights to be increased above normal. The gross 
examination of the lungs was not diagnostic. Microscopic criteria for diagnosis 
were the presence of numerous intra-alveolar, intrabronchial, or interstitial in- 
flammatory cells and numerous fields had to be involved. The cases were divided 
into four groups on a histologic basis: 


Diffuse acule pneumonia—67 per cent of the series were in this group. They were 
characterized by a diffuse predominantly polymorphonuclear infiltration in the 
alveoli. There was minimal bronchial involvement. 


Diffuse pneumonia, reaction predominantly mononuclear 


15 per cent of the cases 


192 


seplember 1955 QUARTERLY REVIEW OF SURGERY 


were in this group. The cellular infiltration was predominantly mononuclear with 
a diffuse distribution. Although polymorphonuclear leukocytes were present, 
these rarely exceeded 25 per cent of the cells present. 

Pneumonia bronchial and peribronchial in type—5 per cent were of this broncho- 
pneumonic type. The lumina of the major and minor bronchi and bronchioles 
were filled with polymorphonuclear leukocytes and the adjacent alveoli showed a 
patchy involvement. Aspirated amniotic fluid debris was not a feature. 

Pneumonia associated with hyaline membrane— 11 per cent were in this group. 
The inflammatory reaction was predominantly polymorphonuclear. Most of these 
were acute diffuse pneumonia of the group A type. 

The significance of amniotic fluid contents is discussed. There did not appear 
to be any relation between the amniotic fluid contents and the inflammatory 
reaction. 


The bacteriologic investigation consisted of postmortem smears and cultures 


and gram staining of tissue sections. By the latter method, organisms were seen 
in 29 cases. Seven postmortem cultures were taken in only 36 cases, but 92 per 
cent of these were positive. A control series of 43 cases revealed positive post- 
mortem cultures in only 40 per cent of cases. The organism and their frequency 
of appearance are listed in the original article. 

The authors make four recommendations: (1) Vaginal examinations before 
delivery should be done only when strictly indicated and under the best aseptic 
technique. (2) Artificial rupture of membranes should be restricted to cases where 
there is an absolute indication. (3) When there is early rupture of the membranes, 
antibiotics should be given to the mother. (4) Mouth-to-mouth resuscitation is a 
hazardous procedure. 

Intrauterine pneumonia is an important cause of death and deserves wider 
recognition and study. 9 references. 10 figures. 13 tables.—-Author’s abstract. 


THE PLERPERIUM 


92. The Bacteriology of the Puerperal Ulerus. ROY M. CALMAN AND JOHN GIBSON, 
London, England. J. Obst. & Gynec. Brit. Emp. 67:623-627, October 1954, 


Previous investigations into puerperal pyrexia indicated the necessity of some 
criterion of pathogenicity for organisms isolated from high vaginal swabs. Serial 
high vaginal swabs were therefore taken in a group of about 40 patients who had 
no pyrexia. Many of the organisms from these were those previously isolated from 
high vaginal swabs in a group of pyrexial patients and regarded as possible patho- 
gens. Little's tube was then employed to obtain samples of uterine contents for 
culture. Comparative cultures of high vaginal swabs and intrauterine samples 
were made in a group of 120 normal cases. The considerable number of patients 
from whom sterile intrauterine samples were obtained was striking in contra- 
distinction to the profuse growth obtained from all high vaginal swabs. Similar 
comparative studies were then made on a group of patients showing pyrexia. 
Organisms were isolated from the intrauterine culture in many more instances, 
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The presence of pus cells and organisms, with intracellular organisms in many 
cases, was striking in the patients who had undoubted uterine infections. In no 
instance were organisms seen on direct examination of the uterine contents of 
patients who had no evidence of infection. The use of the intrauterine swab to 
assist in the diagnosis of true infection of the uterine cavity is recommended, 
though it is not suggested that this relatively complicated maneuver should replace 
the high vaginal swab for routine use. 4 references. 2 figures. 5 tables.——Author’s 
abstract. 


gynecology abstracts 


THE VULVA AND THE VAGINA 


93. Trichomonas Vaginalis Infection. An Evaluation of Three Diagnostic Tech- 
niques with Dala on Incidence. ®. H. KEAN AND EMERSON Day, New York, 
N.Y. Am. J. Obst. & Gynec. 68:1510-1518, December 1954. 


\ comparison of three techniques for the diagnosis of vaginal trichomoniasis 
indicated that a simple culture method is superior to the hanging drop and Papa- 
nicolaou smears. In a total of 500 patients on a single examination, the culture 
method was positive in 80 (16 per cent); whereas the hanging drop was positive 
in 61 (12.5 per cent). The Papanicolaou smear was positive in 28 or 9.3 per cent 
of 300 patients. The differences were statistically significant. In no instance was 
a case positive by hanging drop test or Papanicolaou smear and negative by culture. 
The Papanicolaou method was about as effective as the hanging drop but required 
too much technical skill for routine diagnosis of vaginal trichomoniasis. The 
cytologic changes associated with vaginal trichomoniasis were described. The 
prevalence of the parasite determined by the culture method on a single ex- 
amination was 6.5 per cent in asymptomatic “cancer survey” patients, 15 per 
cent in obstetrical patients, and 26 per cent in gynecologic patients. The roles of 
age, menstruation, pregnancy, previous infection, and other factors were briefly 
discussed. 16 references. 2 tables.—Author’s abstract. 


94. Trichomonas Vaginalis Infections. CARL HENRY DAVIS, Miami, Florida. 
J. A.M. A. 157:126-129, January 8, 1955. 


A check of 5,115 private patients and 2,584 clinic patients from the files of the 
Cancer Institute at Miami showed that 7. vaginalis infection was three and one- 
half times as frequent and a malignant cytology three and one-third times as 
frequent among the clinic group. The average age of the private patients who 
had a T. vaginalis infection and a malignant cytology was 16 years younger than 
those who had a malignant cytology and no evidence of trichomonads. In the 
clinic group the age differential was 15 years. 


There is statistical evidence that among groups where the men are habitually 
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circumcised, cancer of the cervix is relatively rare. It is now recognized that un- 
circumcised men may carry trichomonads under the prepuce for days following 
coitus with an infected woman (Lanceley). 

Davis and Grand have found a remarkable synergism in a balanced blend of 
detergent, chelating and wetting agents. In the preparation they call Carlendacide, 
they combine polyoxyethylene-nonyl-phenol, sodium ethylene-tetra-acetate, and 
sodium-dioct yl-sulfosuccinate. This material was developed as a substitute for 
the commonly used vinegar douche which they consider useless. This may be 
dispensed as a liquid or a jelly or in a solid form. Clinically the liquid is used in a 
1:250 dilution for washing the vaginal canal in the office or as a douche at home. 
Cures may be expected within a four week period if the infection is limited to the 
vagina. Examination and treatment of the husband is urged since men may be 
carriers. 4 references. 3 figures. 2 tables.—-Author’s abstract. 


95. A Ten-Year Study of Treatment and Its Results in Intractable Pruritis Vulvae; 
1 Supplementary Report of 228 Cases. WALTER J. REICH AND MITCHELL J. 
necutow, Chicago, IIL Am. J. Obst. & Gynec. 69:94-100, January 1955. 


This is a supplementary report concerning 228 additional cases of intractable 
pruritis vulvae, from the Cook County Hospital Gynecologic Clinic and private 
practice. These were managed and followed from January 1943 to January 1953. 
The original report of 15 cases was made in June 1943. This group was selected 
from a larger number of cases because each of these cases was followed for at least 
12 months or longer. Therefore, absence of pruritis for 12 months or longer after 


the last injection was considered a “cure.” 


These patients complained of a severe itching of the vulva. Close studies of 
apanicolaou smears, biopsies, and cultures eliminated such specific causes as 

trichomonas vaginitis, moniliasis, kraurosis and leukoplakia, ulcerations, dermato- 
logic diseases, and systemic and metabolic conditions. Psychogenic etiology 
probably is an important consideration in some cases, and some of our series were 
referred from the psychiatric clinic. Because of lack of demonstrable etiology, we 
speak of intractable pruritis vulvae. 

Pruritis may be considered a form of “pain,” in that annoying stimuli bombard 
the brain producing conscious perceptions. Injection of the medicament and the 
subsequent reaction may alter the pain threshold without producing any anesthesia 
of the vulva. The nerves in the subcutaneous tissues are compressed but not 
degenerated. It may raise the threshold of receptor organs and sensory nerve 
fibers, thereby stopping or reducing the itching. It is possible that this problem 
is similar to that found in ankle sprains in which the injection of novocain results 
in much longer relief or cure than is the usual duration of anesthesia from novocain 
itself. It is quite probable that the breaking of the pain cycle is the basis for the 
clinical results in these cases; also, that the reaction to the foreign body (medicant 
oil) by the deposits of fine connective tissue with a resultant compression of the 
nerve elements may account for the prolonged relief or cessation of symptoms. 
Novocain alone produces anesthesia of short duration. 
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THE UTERUS INCLUDING CANCER OF THE UTERUS 


96. The Curability of Regional Lymph Node Metastases in Cancer of the Uterine 
Cerviz. JOHN B. GRAHAM AND RUTH M. GRAHAM, Boston, Mass. Surg., 
Gynec. & Obst. 100:149-155, February 1955. 


In patients with cancer of the cervix who have not been previously irradiated, 
lymph node metastases occur in about 17 per cent of Stage I, 31 per cent of Stage II, 
66 per cent of Stage IIL, and 90 per cent of Stage IV cases. Radical hysterectomy 
and regional lymphadenectomy will give a five year cure in 62 per cent of those 
with negative nodes and a 21 per cent cure rate in these with positive nodes. 

The effectiveness of radiotherapy in treating involved nodes is difficult to evalu- 
ate. It is usually regarded as of little value, for where inoperable metastases are 
irradiated, they are found to be no more responsive than they were to excision. 
Little information is available on the value of radiation in the treatment of operable 
nodes for distinguishing the person with regional metastasis from the one whose 
cancer is still confined to the primary has been virtually impossible short of excising 
the nodes. Clinical evaluation is highly inaccurate. The sensitization response 
(SR) is of some value in this regard. Some patients with cancer of the cervix show 
characteristic changes in the nonmalignant basal cells of the vaginal smear: i.e., 
the cytoplasm becomes dense and finely vacuolated. A differential count on 100 
consecutive nonmalignant epithelial cells will determine its presence and degree. 
The critical value is 10 per cent. 

In examining a series of Stage I and II cases divided according to SR for cure 
rate when treated radiologically or surgically and for the incidence of regional 
metastases in the surgical patients, those with 9 per cent or less SR have a 24 per 
cent cure rate with radiation, a 71 per cent cure rate with surgery, and a I7 per 
cent incidence of positive nodes; those with 10 per cent or more SR have a 74 per 
cent cure rate with radiation, a 39 per cent cure rate with surgery, and a 64 per 
cent incidence of positive nodes. It is concluded that in this particular group of 
patients (i.e., Stage L or Il with 10 per cent or more SR) radiotherapy may be more 
effective than surgery and probably controls the tumor in some patients with 
regional metastasis. 22 references. 5 tables.—Author's abstract. 


Very inleresling. However, no other institutions have issued confirmatory evidence. 


R. R. de A. 


97. Comparative Studies of Squamous Metaplasia of the Cerviz Uteri and Endo- 
metrium. ©. F. FLUHMANN, San Francisco, Calif. Am. J. Obst. & Gynec. 
68 1447-1463, December 1954. 


The process of epidermidization or squamous metaplasia of the cervix uteri is 
important in studies of early carcinoma, but its exact nature is not understood. 
On the basis of animal experimentation and a review of a large number of histo- 
pathologic material the author of this report differentiates this process from the 
squamous metaplasia found elsewhere in the body, suggests the name “prosoplasia,” 
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and brings support to the theory that the epithelium of the cervix uteri originates 
from the urogenital sinus and not Miller's ducts. 


Indirect regenerative squamous metaplasia is a reparative process resulting as 


the final phase of a destructive lesion. In its early stage it appears as multiple 
small islands of squamous cells in areas of degenerating or necrotizing epithelium. 
The causes are numerous and are nonspecific. It occurs following chronic inflam- 
mation, atrophy, trauma, excessive and prolonged hormonal stimulation, and 
vitamin A deficiency. It is found in the mucosa of many organs, and notably in 
the endometrium where multiple foci of squamous epithelium have been observed 
accompanying hyperplasia endometrii, adenomatous carcinoma of the fundus, 
endometrial polyps, chronic endometritis, and tuberculous endometritis. [thas 
been induced experimentally by several procedures in various laboratory animals. 

Prosoplasia is a name given in this study to an orderly progressive development 
in the course of which the original mucosa of an organ becomes stratified in a 
characteristic manner and eventually differentiates into mature squamous epi- 
thelium. The process is a specific direct result of estrogenic hormone stimulation 
and is found both in the human and in experimental animals. It has been observed 
in the urethra, paraurethral glands, Bartholin’s glands, vagina, and cervix uteri of 
the female of many species. In the male it has been found, and induced experi- 
mentally with estrogens, in the urethra, prostate, Cowper's glands, and seminal 
vesicles of men and many animals. There is evidence that in both sexes this 
distribution is limited to organs and tissues which are derived from the embryonic 
urogenital sinus. 62 references. 6 figures.—-Author’s abstract. 


98. Inversion of the Puerperal Llerus. G. 3. QUIGLEY, Hamilton, Ontario. Am. 
J. Obst. & Gynec. 69:277-283, February 1955. 


Inversion of the puerperal uterus is a rare and serious complication of obstetrics 
which occurs approximately once in every 5,000 deliveries and is accompanied by 
a relatively high mortality rate. The principal signs are hemorrhage and shock. 
The hemorrhage is usually profuse and the shock sudden and severe. Occasionally, 
however, both signs may be absent and the inversion of the uterus may be dis- 
covered entirely by accident. 

Although inversion may occur spontaneously, nevertheless suprafundic pressure, 
Credé expression of the placenta, traction on the umbilical cord, and manual 
removal of the placenta are important predisposing factors. 

In any case of postpartum hemorrhage, inversion of the uterus must be con- 
sidered a possible cause. We feel this is particularly true following deep inhalation 
anesthesia, when the uterus is left in a flaccid and atonic state following delivery 
of the infant. The prognosis is directly related to the time interval between the 
occurrence of the inversion and its recognition, the degree of shock and hemorrhage, 
and the rapidity with which measures to combat shock are instituted. Bell and 
associates have shown that immediate recognition offers the best chance of sur- 
vival, regardless of the type of treatment given, and that the mortality rate, which 
he found to be 17.0 per cent, seems to rise steadily as recognition is delayed up to 


OBSTETRICS AND GYNECOLOGY seplember 1955 * 197 


a 
| 
| 
| 
} 


the point of about 48 hours, and beyond this time patients who have unrecognized 
inversion show an improved mortality, presumably due to control of the hemorrhage 
by cervical contraction. 

If the condition is recognized prior to firm cervical constriction, treatment 
should consist of immediate antishock measures and the manual replacement of 
the inverted fundus by taxis. 

Where cervical constriction has occurred, precluding manual reposition, or 
where gentle efforts at manual replacement by taxis fail in the absence of cervical 
constriction, the inversion itself should then be considered secondary and all 
therapy directed toward correction of blood loss and shock. Once this has been 
accomplished operative replacement should be carried out, the Huntington pro- 
cedure being the method of choice. 

Chronic inversion following control of infection is best treated by operative 
replacement as in the Spinelli procedure or the Haultain method. Some cases of 
chronic inversion are, however, best treated by vaginal hysterectomy. 

Following manual replacement of the fundus of the uterus it should always be 
examined for rupture. 

Recurrence of inversion, either immediately following replacement or in a subse- 
quent pregnancy, is rare, and pregnancy in a fundus that has been inverted is 
almost invariably uneventful. 17 references. 2 tables.— Author's abstract. 


99. Carcinoma of the Cervir Uleri Treated al the American Oncologic Hospital, 
1929 lo 1949. Geonce 4. HAHN, Philadelphia, Pa. Am. J. Obst. & Gynec. 
69-48-58, January 1955. 


This report deals with 288 patients with histologically proved invasive carcinoma 
of the cervix treated at the American Oncologic Hospital from January 1, 1929 
to January 1, 1949. Ninety-four patients (32.6 per cent) were 40 years of age or 
younger; 85.5 per cent were parous, and there was an incidence of 4.9 per cent of 
adenocarcinoma. The majority of the patients presented themselves for treatment 
because of vaginal bleeding and in only one instance were there no symptoms 
present; 4.5 per cent of the patients had positive Wassermanns, and diabetes 
mellitus was present in 2.4 per cent; 5 patients (1.7 per cent) had primary car- 
cinomas elsewhere in the body and two patients had complete procidentia. Twenty- 
one per cent of the patients had had previous pelvic surgery and of this group 
17 per cent had supravaginal hysterectomies. 

Obviously, some of the surgery was ill-advised and inadequate since many of 
these patients had carcinoma of the cervix present at the time of the pelvic surgery. 
Whenever pelvic surgery is contemplated, carcinoma of the cervix must be kept 
in mind. It is a wise precaution to perform a diagnostic curettage and circular 
biopsy preliminary to almost any type of gynecologic surgery. 

The plan of treatment is described. From 1929 to 1934 the patients received 
radium therapy first and then x-ray therapy; later the plan was changed so that 
the patients received x-ray before radium application. The majority of the patients 
treated were in the advanced stages of the disease—28.4 per cent in Stage III, 
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There were only 18.4 per cent in Stage | and 14.0 per 
cent in Stage IL. The five year survival rates were: 52.8 per cent Stage |, 46.3 per 


38.9 per cent in Stage LV. 


cent Stage Il, 45.3 per cent Stage ILL, and no survival in Stage IV. 

The 9.7 per cent of patients who had carcinoma of the cervical stump had a 
total survival (all stages) of 21.4 per cent. Fifteen of the 28 patients had “co- 
incident” carcinoma of the cervical stump. 

Ten (3.5 per cent) of the patients developed serious complications in association 
with radiation therapy and there were two deaths which were attributed to radia- 
tion complications. Both these deaths occurred at the time when radium was 
given prior to x-ray therapy. In 36 instances surgical procedures were necessary 
in order to prolong the patient's life after the completion of the radiation therapy. 

None of the patients upon whom palliative surgery was performed lived more 
than two years. The surgical procedures alone would not prolong life to any 
great extent, but it was possible to reirradiate some of these patients and a number 
were made more comfortable by the surgical procedures. 11 references. 3 figures. 
3 tables. Author's abstract. 


100. Carcinoma of the Cervir: Results Obtained from the Irradiation of the Para- 
metriuam with Radioactive Colloidal Gold. WitLaRbD M. ALLEN, ALFRED I. 
SHERMAN, AND A. NORMAN ARNESON, St. Louis, Mo. Am. J. Obst. & Gynec. 
68 :1433- 1443, December 1954. 


During the four year period of 1950 to 1953, inclusive, 374 patients with cancer 
of the cervix, League of Nations Stages I, Il, and II], were treated by two 
quite different methods. One group was treated with x-rays and radium. This 
group is subdivided into clinic and private patients. In the other group the para- 
metrium was treated with radiogold injected transvaginally, and the cervix was 
treated either by radium or by Wertheim hysterectomy, or by both radium and 
hysterectomy. In all patients operated upon a fairly extensive pelvic lymphaden- 
ectomy was done at the time of the hysterectomy. 

The two to four and one-half year survival rate of patients with Stage | lesions 
was 91.4 per cent in the series treated with radiogold, 78.1 per cent in the series 
of private patients treated with x-ray and radium, and 72 per cent in the clinic 
patients treated with x-ray and radium. The one-half to four and one-half year 
survivals were 92.1 per cent, 80.4 per cent, and 68.8 per cent, respectively. Not 
many patients with Stage II lesions were treated with radiogold in the first two 
years of the study. Eight out of nine patients (88.8 per cent), however, with 
Stage II lesions more than two years ago are alive and well. The one-half to 
four and one-half year survival rate for patients with Stage II lesions was 89.3 
per cent in the series treated with radiogold, 56.6 per cent in the series of private 
patients treated with x-ray and radium, and 48.1 per cent in the series of clinic 
patients treated with x-ray and radium. 

There were IL patients among the 70 subjected to radical operation in whom 


the lymph nodes were positive. Nine of these patients are alive and apparently 
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free of disease. The incidence of positive nodes in Stage I cases operated upon 
was 9.8 per cent and in Stage II cases, 31.5 per cent. 

In the group of 70 patients subjected to operation, one patient developed a 
ureterovaginal fistula, one a ureterorectovaginal fistula, and one a vesicovaginal 
fistula. 


The study also has shown that a dosage of 8,000 to 10,000 r is necessary to 
destroy epidermoid cancer in the cervix itself. 


101. The Normal Post-Menopausal Endometrium. jJoun M. MC BRIDE, Glasgow, 
Scotland. J. Obst. & Gynaec. Brit. Emp. 61:691-697, October 1954. 

An analysis was made of the results of curettage in 1,521 postmenopausal patients 
who had not suffered from bleeding after the cessation of menstruation. In addi- 
tion the uteri from 100 elderly women who had died of general medical or surgical 
conditions were examined. In this latter group simple atrophy was present in 
60 per cent of cases. A variant of this pattern characterized by the presence of 
numerous inactive cystic glands, was noted in a further 20 per cent of cases. To 
this endometrium the term “cystic atrophy” has been applied. Endometrial 
polypi of similar histologic pattern occurred in 15 per cent of the total cases where 
the entire uterus was available for study. These were classified as senile endo- 
metrial polypi or fibro-adenomatous polypi according to the nature of the stroma. 
It seemed that this represented the correct incidence of inactive endometrial 
patterns and that where curettage failed to produce endometrial tissue for histo- 
logic examination one or other of the atrophic patterns was present. 


Active hyperplasia of the endometrium was observed at curettage on 26 occa- 
sions. For the most part this took the form of a cystic glandular pattern but in a 
few cases there was an adenomatous arrangement of the glands. Proliferative 
endometrium occurred in a further 12 instances and there was one example of a 
secretory endometrium. The overall incidence of activity of the endometrium 
was therefore at least 2.5 per cent. 


No direct association was noted between the postmenopausal endometrial 
pattern and the age of the patient at the menopause, the type of menopause ex- 
perienced or the parity or marital status of the woman. Most cases of hyper- 
plasia and proliferation of the endometrium occurred in the first five years after 
the menopause when the relative incidence of hyperplasia would be greater than 
the figure quoted (2.5 per cent). 


The senile endometrial polyp was frequently solitary, and always found in 
association with a thin, inactive endometrium. The glands showed marked cystic 
dilatation and the cells lining the glands were flattened and inactive in appearance. 
There was no evidence to suggest that there were examples of hyperplasia, active 
or “retrogressive.” The resemblance to hyperplasia was purely superficial, based 
on the disparity in size of glands. 


These findings in normal postmenopausal women must be taken into considera- 
tion in the interpretation of the endometrial pattern found in dysfunctional post- 
menopausal bleeding and in association with endometrial carcinoma. 10 refer- 
ences. 7 figures. 3 tables.—Author’s abstract. 
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102. Extended Abdominal Hysterectomy with Pelvic Lymphadenectomy for Carcinoma 
of the Cervir; The Okabayashi Operation and Its Improved Technique. ‘wipeo 
yaGi, Okayama, Japan. Am. J. Obst. & Gynec. 69:33-47, January 1955. 


The main features of the operation are: (1) The posterior procedures, such as 
isolation of the rectum, resection of the cardinal ligament and the utero-sacral 
ligament, are done before the anterior procedures, so that the anterior manipula- 
tion is made easier at better exposure of the cervix. (2) Separation of the ureter 
in the vesical part and the lateral part of the bladder is systematic and with minimal 
bleeding. (3) Removal of pelvic lymph nodes is systematic and complete. These 
features are different from those of Wertheim’s operation. The author performed 
this operation on 1,081 cases with Stages I and II cancer, from 1935 to 1952. 

In the preoperative care, special attention was paid to a cardiotonic measure, 
administering digitalis daily 0.2 for one week or more. In the postoperative care, 
treatment of the bladder-paralysis and the retroperitoneal abscess was described. 
The author maintains to keep ovarian function by transplanting one or both 
ovaries into the rectus muscle for patients under 50 years of age, because post- 
operative radiation, which was applied routinely to all cases, may destroy the 
ovaries if they were kept at the original sites. No metastasis was found in the 
transplanted ovary. Castration symptoms and atrophy of the genitals were pre- 
vented to a certain extent. As to the results of this operation, the author's paper 
in Surg., Gyn. & Obst. 95:552, 1952, can be referred. 15 references. 4 figures. 
| table.- Author's abstract. 


Wouldn't the ovaries have lo be transplanted quite high lo escape postoperative 


R. R. de A. 


erternal radiation? 


OPERATIVE GYNECOLOGY 


103. The Value of Centesis as a Diagnostic Procedure in Ruptured Ectopic Gestation. 
M. LEO BoBROW, New York, N. Y., AND L. B. WINKELSTEIN, Mount Vernon, 
N.Y. Am. J. Obst. & Gynec. 69:101-109, January 1955. 


The incidence of ectopic pregnancies, in relation to normal intrauterine gesta- 
tions, has been increasing since the use of antibiotics for the treatment of pelvic 
inflammatory disease. This is thought to be due to the effectiveness of the medica- 
tion in eradicating infection, with resultant scarring of the tube or physiologic 
changes in the endosalpinx. Extra-uterine pregnancy produces identical symp- 
tomatology when compared with a normally implanted one, until such a time as 
rupture or erosion of the fallopian tube occurs. Then, in the large majority of 
cases, symptoms and findings develop rapidly, and may be most variable, mimicking 
almost any disease of the upper or lower abdomen or even certain disorders of the 
chest. In some cases early diagnosis and treatment are imperative to save the 
patient's life. Because of the difficulties of reaching a definite diagnosis by the 
usual methods of history and physical examination, it was hoped that a clearer 
understanding of the pathology present could be reached by cul-de-sac or ab- 
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dominal centesis. Since, theoretically, symptoms of rupture are due to blood loss 
in intraperitoneal hemorrhage, it was felt that if such hemorrhage could be accu- 
rately diagnosed by such punctures the early establishment of the pathology could 
be more easily reached. 

In a series of over 500 cases it was found that cul-de-sac aspirations gave a 
correct interpretation of intra-abdominal hemorrhage in 80 per cent. With the 
use of abdominal paracentesis the accuracy of correct findings was 85 per cent. 
This included all cases, even those where diagnosis was easily established by 
history and physical findings. However, in a critical evaluation of those women 
where the diagnosis was in doubt because of the vagueness of the history or the 
inconclusiveness of the examination, cul-de-sac and abdominal taps were only 
accurate in 65 per cent of the cases studied. Moreover, in the entire series, both 
false positive and false negative results were obtained. 

It is concluded that centesis is of value for the confirmatory diagnosis of the 
hemoperitoneum resulting from a ruptured ectopic gestation. Its value is limited 
to those cases where sufficient intra-abdominal hemorrhage is present to allow for 
positive results. It is of no value in those cases where unruptured ectopic gestation 
is suspected. 7 references. 4 tables.—Author’s abstract. 


The diagnosis of ectopic gestation will always remain an enigma in a fair proportion 
of inslanees. Aparl from the conclusions of the authors, there is always present the 
danger of bowel damage either from abdominal or cul-de-sac needle puncture. Apart 
from periloneoscopy, il is safer lo make an abdominal incision, even though the findings 
prove negative. Such an approach can be made through a relatively small incision 
thal can be enlarged if circumstances warrant, and any siluation other than eclopic 


can then be managed as indicaled—or the abdomen promplly closed.—Lewis ©. 
Scheffey. 


104. A Modified Myoma Serew and Ulerus Holder. nocer Bb. scorr, Cleveland, 
Ohio. Am. J. Obst. & Gynec. 69:208-209, January 1955. 


The metal screw with a transverse bar or a loop as a handle has been standard 
instrument equipment in most gynecologic operating rooms for many years. It 
afforded a means whereby solid benign tumors, usually myomas, could be elevated 
in order to give exposure and expedite removal. Attempts to accomplish this by 
traction on a conveniently located, pedunculated myoma were usually fraught 
with tearing and excessive bleeding; altogether too frequently the usual type of 
myoma screw caused the same complications. 

The central areas of myomas are relatively avascular, but the arteries and veins 
over the outer surface areas are enlarged and tortuous with frequent varicosities. 
Puncturing or twisting and tearing across these peripheral areas resulted in suf- 
ficient blood loss to obscure visibility and necessitate speedy identification and 
clamping of the major blood supply. 

Myoma screws were devised with an adjustable cup between the turns and the 
handle. After insertion of the screw the cup can be turned down firmly and secured, 
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thus providing a tamponade of the vascular area and preventing surface movement 
and tearing. Two sizes are used for the large and medium-sized myomas, respec- 
tively, and a third type is for use on a normal-sized or slightly enlarged uterus and 
for myomectomy. This third type has a shorter diameter and length of the screw, 
as well as a deeper cup for the more compressible tissue. More than one of these 
screws could be used in a single group of pelvic tumors. More recently a single 
serew and cup has been devised as a standard size to take the place of the three 
sizes. This one size can be used for myomas or as a uterus holder. 

These instruments are much less traumatic to the removed specimen than 
sutures or the various vulsellum forceps. Actually the pathologist might have 
difficulty identifying the serew puncture site. They should not be used when 
there has been histologic proof or there is clinical suspicion of malignancy. It 
would be inadvisable to insert them into tissue not subsequently removed. 2 
figures. Author's abstract. 


The last paragraph of this abstract is of particular importance for the reasons stated. 
It has been the feeling of many experienced qvnecologistls that instances are rare which 
require the use of the “myoma screw” and some of ils adaplations. Dr. Scott's instru- 
ments are nevertheless quile ingenious. Lewis C. Schetfey. 


105. Transverse Low Abdominal Incision with Delachment of the Reeli from the 
Pubis. CHERNEY, San Francisco, Calif. J. A. MLA. 157:23-26, January 
1, 1955. 


The requirements of an acceptable incision are: (1) exposure, (2) strength of 
the wound, (3) technical simplicity, (4) relative postoperative comfort, and (5 
a cosmetically pleasing sear. 

The incision discussed here combines the advantages of the Pfannenstiel and 
the Maylard-Bardenheuer incisions and eliminates their shortcomings (limited ex- 
posure of the former and the high incidence of hernias in the latter). 

Technique. The shin, fat, and the anterior rectus sheath are divided in the 
same plane, the incision made just within the upper border of the pubie hair line, 
curving slightly upward at both ends. Only the lower flap of the sheath is dissected 
off the recti and the pyramidalis; the latter are separated from the rectus muscles. 


The rectus tendons, usually quite fibrous, are severed at their very attachment 
to the pubis without leaving any cuff. The transversalis fascia and the peritoneum 
are then opened transversely just above the bladder. The inferior epigastric 
vessels are either retracted or divided. 


After closing the peritoneum, the pyramidalis are allowed to drop on the peri- 
toneum without any suture. The only point to be emphasized in the closure is 
not to try to suture the ends of the rectus tendons to the pubis; they are sutured 
with interrupted sutures to the deep aspect of the rectus sheath at the level to 
which they reach with gentle traction. The rest of the closure is routine. 

Advantages. The transverse incision gives an exposure one and one-half to two 
times that afforded by the low midline incision. In addition, it is the widest 
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portion of the incision rather than the narrowing end that is located over the 
operative field. The apron of fat (in obese patients) is above the level of the 
incision and will therefore not be in the way of the surgeon. The exposure gives 
ready access to the lower part of the sigmoid and the rectum, the region of the 
bifurcation of the aorta, the organs contained in the broad ligament, the bladder 
and the lower ureters, and the retropubic space. The incision permits palpation 
of the liver and the performance of an incidental appendectomy. 
tended laterally to expose the kidney or the descending colon. 

Strength. 


It may be ex- 


The strength of the abdominal wall following this approach is due 
to four factors: (1) no muscle is denervated, (2) the incision is staggered, (3) all 
sutures are taken in tendinous structures, and (4) the oblique muscles pull parallel 
to the direction of the incision. A review of 800 cases has revealed 5 hernias (0.6 
per cent) and 6 disruptions (0.75 per cent). Of the latter, 4 followed a total cystec- 
tomy, with a large pack for hemostasis in | case and gross suppuration in 2 others: 
the remaining 2 disruptions were in severely debilitated patients. Anesthesia is 
light except when the recti are being reattached; this makes for greater safety of 
the infant when this incision is employed for a cesarean section. 


Handling of the lissues. Retractors are seldom required. A single pack will 


usually keep the intestines underneath the upper flap. This minimizes shock and 
the tendency to postoperative distention. 


Comfort. The oblique muscles are the ones involved in coughing and turning; 


since they pull with rather than against the incision, the patient can cough and 
turn with more freedom; deep breathing is quite painless. These factors decrease 
the incidence of pulmonary complications. The good cosmetic result appeals to 
the patient as much as the other features do to the surgeon. 


treferences. 6 figures. 
| table.—Author’s abstract. 


106. A System for Grading Gynecological Procedures. 
San Antonio, Texas. 


PHILIP T. WILLIAMS, JR., 
Am. J. Obst. & Gynec. 68:1504-1509, December 1954. 


A system for grading gynecologic procedures is described which has been devised 
as an aid in teaching internes and residents how to select candidates for operation 
and how to select the proper procedure. It is hoped that the system may, in 
addition, provide a usable system for collecting statistics pertaining to case selec- 
tion for operative gynecology. 

Operative gynecology cases are graded by the house staff in conference with 
members of the teaching staff by abstracting charts of all cases completed since the 
last meeting. Preoperative findings and diagnosis are compared with the post- 
operative reports and pathology report. After discussion, a grade is arrived at 
which is expressed as a letter or letter fraction of which the numerator represents 
the indication while the denominator represents the procedure. Letters A through 
F are used with the following connotation: A—Necessary, B—Desirable, C 
Optional, D— Questionable, E— Not Indicated, and F—-Contraindicated. 

The case summaries, grades, and comments are recorded in an Operative Gyne- 


cology book for future reference and statistical study. Table is presented which 
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compares results in an open staff private hospital and a closed staff charity teaching 
hospital. 8 references. 1 table. Author's abstract. 


This is an excellent adjunct to a thorough graduate leaching program, and will do 
much to eliminate and look” surgery... Lewis C. Scheffey. 


107. Vaginal Hyslerectomy in lterine Prolapse; Incidental Pathology. ©. FALK, 
W. POLISHUK, AND ©. SOLOMON, New York, N.Y. Am. J. Obst. & Gynec. 
69:333-337, February 1955. 


The authors report on 277 cases of vaginal hysterectomy in which the primary 


indication for surgery was uterine prolapse associated with cystocele, or cysto- 


rectocele and perineal relaxation. No uterine or adnexal disease was diagnosed 
preoperatively, however in 65.5 per cent of the cases some form of uterine or 
adnexal pathology was encountered postoperatively. Diseases of the uterine body 
constituted the largest group of pathologic conditions, with fibromyomata and 
adenomyosis being found most frequently. Other incidental pathology noted was 


endometrial polyp, endocervical polyps, cervical erosion, benign cysts of the ovary, 
chronic salpingitis, and two cases of unsuspected adenocarcinoma of the endo- 
metrium. The authors conclude therefore, that the procedure of choice in the 
treatment of uterine prolapse in which childbearing is no longer a factor, is vaginal 
hysterectomy combined with colpoperineorrhaphy. 16 references. 2. tables. 
Author's abstract. 


In the experience of many gynecologists, vaginal hysterectomy is reserved for patients 
with prolapse of marked degree. The essayists have pointed oul the disadvantages when 
serious pelvic pathology is encountered and their conclusions are sound and may well 
be followed by most gynecologists. Lewis C. Scheffey. 


MISCELLANEOUS 


108. Prevention of Accidents in Blood Transfusions.  sLEXANDER Ss. WIENER, 
Brooklyn, N.Y. J. A. M. A. 156:1301-1306, December 4, 1954. 


The surest safeguard against hemolytic transfusion reactions caused by blood 
group incompatibility is to have the pretransfusion grouping and cross-matching 
tests performed by specially trained persons. For a properly functioning trans- 
fusion service, qualified persons must always be available. Aside from errors in 
blood grouping, the greatest dangers to the patient are from clerical errors, igno- 
rance, inexperience, or sheer carelessness. Every person concerned in a blood 
transfusion is responsible for reading all labels to be certain blood is transfused 
only to the patient for whom it is intended. 

The use of “universal” donor blood should be reserved for dire emergencies 
only and, in such cases, the transfusionist must be prepared to vindicate his action 
should a reaction occur. Cross-matching tests must be done routinely by the 
conglutination and the agglutination methods. Moreover, for recipients who may 
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have been sensitized by previous transfusions or pregnancies, the antiglobulin 
cross-matching test must be carried out in order to detect incompatibilities with 
respect to blood factors such as Kell, Duffy, and Kidd. Transfusion of contami- 
nated blood and transmission of homologous serum jaundice are two of the calcu- 
lated risks of blood transfusion. The danger of transfusing contaminated blood 
can be minimized by limiting the period of storage to 14 days and by microscopically 
examining a stained smear of the blood from the bottle immediately before the 
transfusion. There is no reliable test to detect carriers of the hepatitis virus. The 
danger of hepatitis from pooled plasma can be reduced by storing the plasma in 
liquid form at room temperature for six months or longer before use, or better, by 
avoiding pooling and using only group-specific plasma. Since blood transfusion 
has many associated hazards, physicians should not prescribe this type of treat- 
ment unless it is definitely indicated and essential for the patient's recovery. 
references.-—Author’s abstract. 


109. Benign Breast Tumors. PRANK A. SELECMAN AND ROBERT 4. WC CALL, Dallas, 


Texas. Texas State J. Med. 50:748-751, November 1954. 


Viammary Dysplasia: \t has been stated that these tumors are “‘an expression of 
endocrine dysfunction.” Stimulation by estrogen causes development of lobular 
buds, the stimulation by progestin causes differentiation of the epithelial cells and 
the anterior pituitary gland activates secretion. Clinical studies indicated that 
patients with benign breast lesions have a relative hyperestrinism. 

Vaslodynia: Occurs most commonly between 20 and 40 years of age, constitutes 
the largest group of benign breast lesions, diagnosis on basis of pain, tenderness. 
and thickened area, the pathologic picture is that of imperfect lobules and an 
increased connective tissue. Treatment usually nonsurgical, is self-limited. These 
patients need reassurance. There is no standardized hormone treatment. Heat 
support and vitamin B complex to improve liver function may be prescribed. 

idenosis: Occurs most commonly between 35 and 45 years, is persistent, diag- 
nosed by finding of definite nodularity. Adenosis may mimic carcinoma and most 
cases require biopsy. 

Cystic Disease: Occurs chietly in the fourth decade, diagnosed by finding one or 
more cysts more than | em. Lesions will transilluminate and may be aspirated. 
If aspirations are done for diagnosis and treatment the following precautions 
should be advised. Excision of cysts in: (1) Postmenopausal patients. (2) If 
contents bloody or contain suspicious cells. (3) Excision of first simple cyst may 
be advisable. (4) If nodularity noted following aspiration. (5) Recurrence follow- 
ing second aspiration. (6) Patients who cannot return for careful follow-up should 
have cyst excised for microscopic study. Simple mastectomy should be avoided. 
Writers have noted only | patient out of 400 develop malignancy in cystic disease. 

Fibroadenomas: Occur in younger women. Frequent development of other 
fibroadenomas is noted. 


Papillomas: Are intraductal lesions, commonly bleeding occurs from the nipple. 
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smears made of breast secretion whether serous or bloody may be helpful. Simple 
excision following localization with a probe in the involved duct is done. 

Hypertrophies: May occur in either male or female breasts, adolescent hyper- 
trophy is usually self limited, virginal hypertrophies are occasionally massive re- 
quiring plastic surgery. Gynecomastia may require simple mastectomy. 

Relation lo Carcinoma: The relationship of benign tumors to carcinomas of the 
breast has been widely considered. Changes in preexisting nodules require investi- 
gation. Simple mastectomy in the opposite breast should be performed if the 
breast is massive or questionable nodules are present. Aberrant breast tissue in 
the axilla should be excised. The authors recommend: (1) Careful follow-up. 
2) Aspiration of cysts with limitations. (3) Microscopic study of smears from 
nipple discharges. (4) Excision of aberrant breast tissue. (5) Biopsy of all cysts 
or lumps in patients past the menopause. 17 references. Author's abstract. 


This ts a good summary of the various benign breast tumors. The subject of aspira- 
lion of cysts has been well handled. Traumatic fat necrosis, while strictly not a tumor, 
must be considered in the differential diagnosis.—l. \. Harkins. 


110. WeW hirler Technique for Treatment of Breast Cancer; An Appraisal. vincent 
Pp. COLLINS, Houston, Texas. Texas State J. Wed. 50:752-754, November 
1954. 


When the effects of treatment are measured in terms of survival, the treatment 
of breast cancer by radical mastectomy or by simple mastectomy and radiotherapy 
are similar, This is understandable since both methods should be equally effective 
when the disease is limited to the breast, and equally ineffective when metastases 
are spread beyond the axilla. If there is any difference in the efficiency of the 
methods, it should be due to differences in the effectiveness of the surgical dissec- 
tion as opposed to radiotherapy in the treatment of axillary lymph node metastases. 
Since overall survival is similar for the two methods, it might be concluded that 
the methods are equally effective in controlling axillary metastases, or that meta- 
stases are only rarely limited to this region. 

At present, radical mastectomy is the accepted form of treatment for favorable 
cases of breast cancer. Its proper application requires strict observance of criteria 
of operability which were designed to offer reasonable assurance that the disease 
is still localized to breast and surgically accessible lymph nodes. When radical 
mastectomy was the only form of treatment, compassion sometimes influenced 
judgment and patients unsuitable for radical surgery were subjected to futile 
operation. Simple mastectomy and radiation are now sufficiently well established 
to merit serious consideration. The method might justifiably be tested in a group 
of patients who are shown to be ineligible for radical mastectomy. Experience 
with the local effects of the method will provide a basis for determining the ultimate 
role of the McWhirter approach to the treatment of breast cancer. 9 references. 
2 tables. Author's abstract. 


Radical mastectomy is still the treatment of choice in most cases in this country. 


H. N. Harkins. 
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To endure constant laboratory usage, the Manual is bound in wash- 
able, plastic-coated cloth, and it also has the advantage of opening flat 
at any page in the book. 


Henry Welch, Ph.D., and Félix Marti-Ibafiez, M.D 
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ASSAY METHODS OF ANTIBIOTICS 
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A Laboratory Manual 


by Donald C. Grove, Ph.D., and William A. Randall, Ph.D 


This is the first compilation of tested and proved procedures of 
laboratory assay methods for all the antibiotics commonly distributed 
today. The tests are practical and of such a wide variety that it will 
be relatively simple to adapt them to any future antibiotic that is 


TETRACYCLINE 
by Harry Dowling 
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IN NUTRITION 
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ERYTHROMYCIN 
by Wallace E. Herrell 
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the criteria immediate trichomonacidal action 
for an “ideal” ° few side reactions 


* prompt symptomatic relief 
antitrichomonal frequent recurrence 


agent— * physiologic restoration of acid vaginal pH 


now achieved 


“~COLPOTAB 


Preferred Antibiotic Vaginal Tablets with 5.0 mg. Tyrothricin 
Cure rate: +++ Side reactions: feu) 1,2 


With Colpotab, a negative hanging drop is obtained in 
70 to 80 per cent of patients with an initial 12-day 
course of therapy** — though treatment should be contin- 
ued during first six days of the next two menses to insure 
against relapses and more effectively control tricho- 
moniasis.‘~> In comparison with other agents,!? as well as 
in a study of tyrothricin used at different dosage levels,* 
the Colpotab formula was found to give maximal efficacy 
with minimal toxicity. 


Each 1.5 Gm. Colpotab contains: 
TYROTHRICIN 
phenylmercuric acetate 
sodium laury] sulfate 
chlorophyll (water-soluble) 
beta-lactose 

Buffered to pH 4.5 


. Greenblatt, R. B.: Paper presented to American Medical 
Association, Clinical Session, December, 1953. 
. Greenblatt, R. B., and West, R. M.: 
Paper presented to Second Annual Symposium on Antibiotics, 
Washington, D. C., October, 1954. 
5 . Pildes, R. B.; Paper presented to Second Annual Symposium 
refill and repeat during first 6 days of on Antibiotics, Washington, D. C., October, 1954. 
next 2 menses, to insure against relapse. . Kupperman, H. S., and Iger, J.: Ibid. 
5. Barfield, W. E.: To be published. 
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